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HEAD INJURIES 


Cc. A. THOMAS, M.D., 
Tucson, Arizona. 


(Read before the Fortieth Annual Meeting of the 
Arizona State Medical Association, held at Nogales, 
May 7-9, 1931.) 

The title of this paper without some ex- 
planation is all tco comprehensive, but it was 
chosen deliberately in order to contrast it 
with skull fractures. Skull fractures, of 
course, are types of head injuries; but skull 
fractures, unless depressed or compounded, 
are of minor importance when viewed from 
the standpoint of skeletal damage and may, 
at times, be life-saving when the type is 
such as to prevent intracranial pressure of 
a not too seriously damaged brain. For many 
hundreds of years head injuries or, more 
properly speaking, skull fractures, have been 
the subject of many acrimonious discussions 
by the leading men of their times, some tak- 
ing the attitude that all skull fractures 
shou'd be operated, regard'ess of type; other 
men, equal!y prominent and capable, taking 
the other horn of the dilemma and advocat- 
ing conservative or non-operative treatment 
for all cases—both frequently losing sight of 
the anatomical, pathological, and physiologi- 
cal factors involved. 


No anatomical description of the head will 
be undertaken; neither will I attempt to 
classify types of skull fractures, but rather 
will attempt to summarize the present rather 
generally accepted methods (which tend 
toward conservatism) now employed which 
seem rational and are showing a lowered 
mortality rate in cases of severe head in- 
juries, with brain damage and shock. These 
cases are the most serious problems con- 
fronting us and tax the ingenuity of the 
most skilled surgeons, and can be success- 
fully treated only by taking into considera- 
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tion the pathological condition present and 
the physiological disturbances in each in- 
dividual case. Cases of simple concussion 
and lineal fractures without shock are not 
inc'uded in the scope of this paper. 


Many years ago, after repeated surgical 
attempts at relief for this type of case, 
usually with disastrous results, I commenced 
a rather intensive study of this subject, 
reading many texts, all the available current 
literature, visiting many neurosurgical clin- 
ics and neurosurgeons, but always finding 
them at variance with each other on many of 
the apparently essential points of treatment. 
So much so, in fact, that in my efforts to 
reconcile their viewpoints, I was reminded 
of one of Goldsmith’s verses: “They who 
travel in search of wisdom walk only in cir- 
cles and finally, after all their labors, return 
to their own pristine ignorance.” 


In these days of high speed and tension, 
both industrial and civil, and especially since 
the advent of the automobile, head injuries 
have been an increasing factor in the work 
of every surgeon, especilaly the industrial 
surgeon. Hospitals report as high as 300 
per cent increase in this type of case in the 
past decade. Not only is there a very great 
increase in numbers, but the type of injury 
is much more severe than formerly. Instead 
of having a majority of head injuries of the 
milder type—concussion and simple fracture 
—we now have a far greater percentage of 
the more severe type, composed of every 
variety of fracture, with every degree of 
brain damage and all of them complicated by 
edema, which frequently proves to be the 
factor which determines the outcome of the 
case. 


Until the beginning of the twentieth cen- 
tury, the rather generally accepted method 
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of treatment was surgical, which may ac- 
count for some of the enormous mortality, 
and only in the last few years has there been 
established any considerable uniformity of 
opinion along more conservative lines, with 
due regard for the nrhysiological disturb- 
ances present—imnmiediate shock and ulti- 
mate edema. Recent statistics, based on 
larre numbers of cases by many authors, 
will give sanction to a division of these 
cases into three groups: (1) Those whose in- 
jury is so severe that they die in the first 
8 or 10 hours. comrrising 35 rer cent; (2) 
those who will get well if not mistreated, 
probably 40 per cent; (3) the borderline 
cases, who may die but who can be greatly 
he'ped and, possibly, by the proper treat- 
ment, be p'aced in the second group, making 
up the ba'ance, or 25 per cent. I do not 
mean that no effort at treatment of group 1 
should be made—relief of shock should be 
attempted. Class 2 shou'd be as diligently 
tr-a‘'ed as class 3, to hasten recovery and 
prevent avoidable sequelae. 

Since th's paper is not intended as a dis- 
ser‘ation on the surg‘cal technic or operative 
procedures in these cases, the indications for 
surgery will be mentioned and no further 
reference made to them. No surgery should 
ever be attempted on any of the 35 per cent 
of the most serious injuries who are unable 
to react from shock. 

It is my ser‘ous conviction that very few 
surgeons are sufficiently well informed as 
to the time to operate and are skillful enough 
to operate these cases without producing 
sufficient additional truma to be “the straw 
that treaks the camel’s back.” In other 
words, I am thoroughly convinced that if 
there were fewer operations more patients 
would get well. So strongly do I feel on 
this subject that I am constrained, even in 
the face of being considered academic, to 
quote two surgical adages: ‘“‘Never operate 
a moribund patient,” and, “No surgical emer- 
gency except hemorrhage is so great that 
preparation of the patient can be dispensed 
with.” 

Extradural hemorrhage, while much 
talked of and of much importance when 
present, really is very rare and represents 
only about 2 or 3 per cent of the 65 per cent 
of cases where treatment offers any hope of 
recovery. It is frequently a complication in 
the 35 per cent where treatment is of no 
avail (being found in 20 per cent of post- 
mortems), but in this class of cases the 
symptoms are masked beyond recognition. 
This condition can usually be recognized in 
class 2 or 3 by the following three symp- 
toms: (1) Period of lucidity followed by in- 
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creasing coma; (2) gradual developing hemi- 
rleg‘a involv'ng face, arm, and leg, in order 
men‘ioned; (3) convulsions, beginning in 
face, and extending to arm and leg in same 
order. This condiiton constitutes the one 
and on'y indication for emergency operation, 
end shold be diligently sought for, because, 
if detected early, it is readily amenable to 
surgica! treatment. 


Derrecsed fracture is present in a larger 
per cont of cases but should never be treated 
as an emergency; operation may be per- 
formed on any subsequent day when condi- 
tion of patient will permit. Elevate de 
pressed portion back in place, without remov- 
al of fragments, if possible. Lacerations of 
sca’p should be treated as soon as possible 
after patient has reacted from shock, with 
eehridement and suture. Decompression, 
like many other procedures in head injuries, 
bas been, and still is being, much abused by 
some surgeons, with ‘a frightful mortality. 
This rrocedure is really only indicated in 
those of the borderline cases (20 per cent) 
whose cerebral edema cannot be controlled 
by dehvdration treatment and which present 
the following symptoms: Increasing coma, 
ir creasing intrasp’nal pressure, more marked 
restlessness, pulse pressure equaling or ex- 
ceeding pulse rate. When these symptoms 
arise together they mean stage 4, which 
frequently lasts only one hour. At most, a 
very few hours elapse before the case passes 
into stage 5 of the chart and the patient is 
moribund. 


The management of a severe case of head 
injury, then, resolves itself into the treat- 
ment of its several stages: (1) shock; (2) 
stage of recovery from shock and before be- 
gnning of medullary edema; (3) medullary 
compression, beginning edema; (4) definite 
medullary edema (decompression indicated) ; 
(5) fixed medullary edema, moribund. 

A patient with serious head injury should 
be immediately transported to hospital, as 
carefully and as quickly as possible, and 
placed under the care of a competent nurse 
who will make and record half-hour ob- 
servations of pulse, respiration, treatment, 
and blood pressure. Particular attention 
should be paid to character of pulse and 
respiration, also, to pulse pressure and its 
relation to pulse rate. Patient should be 
treated for shock, which is usually present 
and is manifest by the following symptoms: 
Greater or less degree of unconsciousness; 
subnormal temperature; cold clammy skin; 
rapid, feeble pulse; low blood pressure; slow, 
shallow respiration. These symptoms may 
be due to head or other injury, but are not 
head injury per se; consequently, no effort 
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shou'd be expended on the head at this stage 
ercept for the contro] of hemorrhage and to 
n’ace a sterile dressing if there are lacera- 
tions. If wound is compounded into nose or 
ears, use simple cleansing and sterile dress- 
ings. 

The foregoing symptoms should be com- 
bated by removing all damp and dirty cloth- 
ing. Apply dry, warm clothing, cover in 
warm blankets to conserve body temperature 
and apnly additional heat by use of hot wa- 
ter bottles, or, better still, by application of 
d'athermy through hepatic region. Blood 
transfus‘on is indicated and if donor is avail- 
able should be given. If blood transfusion 
cannot be given, then 50 or 100 ec.c. of 50 
per cent glucose should be given intraven- 
ovslv and oxygen subcutaneously. Probably 
no other drugs should be given; certainly the 
f'eetine stimulants such as adrenalin, strych- 
nine, nituitrin, should not be given. Their 
st’'mvlating effect is short-lived and is fol- 
‘owel by a depression which leaves the pa- 
tient ina worse condition. Atropin and mor- 


rhine, the sheet anchors in shock from other 
rauses, should not be used because they both 
interfere with pupillary reaction, which is a 
valuatle prognostic sign, and morphine also 
in‘erferes with s‘ate of consciousness and 
has effect of further depressing respiratory 


centers. Do not give saline infusion—its 
ch'oride content tends to fix the fluids in 
cells and materially interferes with dehydra- 
‘ion treatment to be given in the second 
tage or following shock. 

Pro*aly the most pernicious habit now 
being indulged in, in management of these 
cases, is taking x-rays while patient is still 
in shock. This amount of trauma and ex- 
pos“re may be sufficient to turn the tide 
agairst the ratient. There should be no un- 
necessary consultation or examination. Af- 
‘er the first 4 to 6 hours of treatment, or 
as sorn as the patient has reacted from shock 
and has entered the second stage, careful 
physical and neurological examination should 
he made, not with the idea of diagnosis, but 
to determine if complicating injuries are 
rresont, also, to establish a reasonable prog- 
nosis. This can usually be done by exam- 
ination of eyes and ears. Of utmost value 
from a prognostic standpoint are the eyes 
and their reactions. Ochsner states that 78 
per cent of serious head injuries show eye 
signs. Of those with both pupils dilated and 
fixed, 95 per cent die; of those with widely 
dilated pupi’s which react to light, 30 per 
cent de; of those with unilateral dilated or 
comtracted fired pupils, 6 per cent die; of 
those wi h unequal dilated or contracted pu- 
p ls, 44 per cent die; of those with contracted 
and fixed pupils, 70 per cent die. In other 
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words, fixation of pupils represents the most 
serious single sign. Eyeground changes 
come on too late to be of much value as 
either d‘agnostic or prognostic signs. Ear 
examination is made with the idea of de- 
termining if there is blood or spinal fluid 
escaping. Either of these, if coming from 
middle ear, establishes the diagnosis of basal 
fracture and makes the prognosis more grave 
on account of possibility of infection. If 
both ears are involved the prognosis is 
doubly grave. Of course, severe injuries of 
other portions of the body make the prog- 
nosis even more grave. X-rays of head 
should include stereo of two different sides 
and stereo of front and back of head, espe- 
cially if depressed fracture is suspected. 


After preliminary examination, being ex- 
tremely careful to rule out extradural hem- 
orrhage, the routine dehydration treatment 
is begun and consists of the following: (1) 
50 to 100 c.c. of 50 per cent glucose, in- 
travenoucly; (2) follow in 2 hours by 1% 
ounce magnesium sulphate by mouth, if able 
to take—if not, by rectum—these measures 
to be repeated every six or eight hours as 
irdicated, (physiological action); (3) the 
much-discussed spinal tap is here advocated 
as the third and essential part of the treat- 
ment, and should be repeated at 8 to 12 hour 
intervals as indicated by symptoms. The 
spinal tap is used (1) to determine the in- 
tracranial pressure; (2) to reduce the in- 
tracranial pressure; (3) to determine the 
c’arac‘er of fluid. Repeated taps will also 
furnish the more important information as 
+o whether or not the spinal pressure is in- 
creasing or dim‘nishing, which is also an in- 
dication as to whether or not further treat- 
mert is necessary. A word of caution about 
spinal taps probably would be in order. Like 
basal metabolism, spinal taps should be done 
under certain basic conditions: deep inspira- 
tion, ho'ding breath, acute flexion of head, 
all exert pressure on venous system of head, 
and invalidate numerical reading. Under 
normal conditions the spinal pressure should 
be about 8 mm. of Hg. If manometer read- 
ings are always taken and only sufficient 
fluid removed to bring the reading down to 
8 mm., or normal, serious accidents may be 
avoided. Some surgeons are even more cau- 
tious and draw off only sufficient to reduce 
the intracranial pressure by half. In several 
hu~ dred taps, we have had no untoward ac- 
e'dent. The fourth essential part of the de- 
hydration is the limiting of the amount of 
fluid intake; a maximum of 20 ounces in 
24 hours is given until the intracranial pres- 
sure warrants an increase. These measures, 
intravenous glucose, magnesium sulphate 
(always two hours after glucose), limited 
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(20 ounces) fluids, together with spinal taps, 
have in most cases proved themselves quite 
sufficient to control the edema and relieve 
the patient. The failure of these remedies 
is manifested by the following signs: (1) 
increasing blood pressure; (2) increasing 
pulse pressure; (3) slowing pulse, 40 to 60; 
(4) increasing spinal pressure as told by 
manometer; (5) stupor (gradually increas- 
ing stupor is indicative of cerebral edema 
and increasing intracranial pressure); (6) 
choked disc (comes on too late to be of 
value); (7) loss of autonomic control (in- 
dicating break). The foregoing signs are 
usually present in all cases of uncontrollable 
intracranial pressure, and are used as indi- 
cation for the time for operative treatment. 
If the above treatment will not control in- 
tracranial pressure and the symptoms per- 
sist, subtemporal decompression may become 
necessary and should be done before break 
in autonomic contro] of cerebral center. The 
symptoms indicating an impending break of 
autonomic contro] are: Increasing tempera- 
ture, 102 or above; very slow or irregular 
pulse; inversion pulse pressure and pulse 
rate, as indicated in stage 4. If decompres- 
sion is done dehydration treatment should 
be continued as before operation. 

The rationality of the treatment is ap- 
parent when the physiological effect of these 
drugs is considered. Glucose intravenously 
in concentrated solution is nontoxic and its 
dehydrating effect is specific, drawing the 
stored fluid from the body cells and intra- 
cellu'ar spaces, thus filling blood vessels, 
while magnesium sulphate, on the other 
hand, draws its fluids from the blood ves- 
sels and thus by its hydroscopic effect elim- 
inates from the body large quantities of 
fluids very promptly. Neither of these 
drugs has any specific effect on the brain 
substance per se, but lowered intracranial 
pressure is due to dehydration of the whole 
body. 

SEQUELAE OR POST-TRAUMATIC NEUROSIS 

Based on work of Fay and Pancoast, it 
now appears that many of these disabling 
and annoying conditions can be either pre- 
vented or controlled by the dehydration 
regime. The first important part in this 
regime is to continue spinal taps in the cases 
of intraspinal hemorrhage until all blood 
cells have been drained away as shown by 
centrifuged specimen. This is to avoid chem- 
‘eal reaction or meningitis which closes the 
racchionian bodies and ports of exit around 
spinal nerves, thus blocking the normal 
drainage system of brain and spinal canal, 
producing a degree of hydrocephalus which, 
in turn. by hydrostatic pressure produces an 
ischemia and anoxemia of the cerebrum. 
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This, if left unrelieved, soon becomes a fixed 
condition and forms a pathological basis for 
many so-called sequelae or post-traumatic 
neuroses, even accounting for periodic head- 
aches and epilepsy. f 

The second important part in treatment is 
limitation of fluid intake to 20 ounces, which 
inec’udes all fluids taken, such as milk, soup, 
coffee, tea, and so forth. The diet should 
a'so be free from salt and carbohydrates, 
which tend to fix fluid in the cells and pre- 
vent proper elimination. 

CONCLUSIONS 

1. Head injuries of type dealt with in 
this paper are of the most serious problems 
in surgery and in dealing with these cases 
the two surgical adages should always be 
remembered. 

2. There is only one condition calling for 
immediate surgical operation — extradural 
hemorrhage. ' 

3. Treatment of shock should be of prime 
consideration in most cases. Morphine, sul- 
phate and atropine are contra-indicated. 

4. Dehydration treatment, as outlined, 
has proved satisfactory in most cases. 

5. Sequelae, or post-traumatic neurosis, 
can be prevented in most cases by the de- 
hydration treatment, freeing the spinal fluid 
of b!ood as determined by the microscope, 
and prolonged period of rest. 

REFERENCES 

1. Bagley, Charles: Blood in the cerebrospinal 
fluid: Resultant functional and organic alterations 
in the central nervous system, Arch. Surg. 17:18, 
1928. 

2. Blahd, M. E.: Fracture of the skull and its 
complications, Am. J. Surg. 37:33, 1923. 

8. Fay, Temple: The administration of hyper- 
tonic salt solutions for the relief of intracranial 
pressure, Jj. A. M. A. 80: 1445, 1923. 

4. Fay, Temple; and Winkelman, N. W.: Wide- 
spread pressure atrophy of the brain, and its prob- 
able relation to the function of the pacchionian 
bocies and the cerebrospinal circulation, Am. J. 
Psychiat., 9:667, 1930. 

5. Gage, I. M.: Acute traumatic craniocerebral 
injuries, Am. J. Surg. (new series) 6:64, 1929. 

6. Haden, R. L.: Therapeutic application of al- 
teration of brain volume by injection of glucose, 
J. A. M. A. 73:983, 1919. 

7. Jackson, Harry: The management of acute 
cranial injuries by the early exact determination of 
intracranial pressure and its relief by lumbar punc- 
ture, Surg. Gynec., Obst. 34:494, 1922. 

8. McClure, R. D.; and Crawford, A. S.: Man- 
agement of craniocerebral injuries, Arch. Surg. 
16:451, 1928. 

9. Sachs, Ernest: Fractures of the skull, Surg. 
Clin. N. A. 2:1571, 1922. 

10. Sachs, E.; and Belcher, G. W.: The use of 
saturated salt solution intravenously during the in- 
tracranial operations, J. A. M. A. 75:667, 1920. 

11. Weed, L. H.; and McKibben, P. S.: Pressure 
changes in cerebrospinal fluid following intraven- 
ous injection of solut‘ons of various concentrations, 
Am. J. Physiol. 48:512, 1919. 

DISCUSSION 
DR. R. B, RANEY (Phoenix): The paper just 
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read, it seems to me, quite thoroughly covers the 
field as far as the management of acute brain in- 
jury is concerned; however, in every part of the 
country, not only in well organized hospitals, but in 
rural districts, the laws of rational management 
have been so disastrously violated, with such an ap- 
palling mortality, that I feel a number of points 
which may be considered academic should be stress- 
ed and stressed rigidly. The field of neurological 
surgery is a field all in itself, and successful man- 
agement of cases can be attained only through a 
thorough understanding of that with which we are 
dealing. 

With the classification of favorable, borderline, 
and unfavorable cases, they all represent during 
the first few hours, shock, and to do anything with 
these patients other than supportive for the shock, 
is nothing short of criminal. 

From day to day, in every hospital in the country, 
we see these patients brought in from the ambu- 
lances and transferred to the operating table, which 
will favorably compare with the removal of the 
criminal from his cell to the electric chair. Any pa- 
tient operated during the stage of shock, who re- 
covers, has done so in spite of the surgery, and I 
feel that this even holds true for intracranial hem- 
orrhage. As we all know, during the stage of shock 
there is a marked diminution in the blood pressure 
and as hemorrhage takes place the pressure be- 
comes equalized and bleeding ceases, so there is no 
ground gained in operating at this particular time. 
As the patient passes through the stage of shock, 
the blood pressure begins to rise and the signs of 
hemorrhage, coma, and so forth, if present, increase 
in intensity. This is well brought out in the mid- 
meningeal artery syndrome, mild shock at first, pa- 
tient conscious and feeling that he has probably es- 
caped serious injury. A few hours later the blood. 
pressure elevates, drowsiness develops. increasing to 
coma, hemiplegia, pupillary inequality, convulsive 
seizures and death, if not relieved. 

One of the most valuable guides that we have to- 
ward surgical interference is the frequent record- 
ing of spinal fluid pressure. Shock is not a contra- 
indication for spinal puncture. If the inflammatory 
reaction develops, it is usually at the end of 6 to 
12 hours, the patient having survived shock to the 
stage of beginning medullary edema. It is in the 
first part of this stage that the better results can 
be obtained by decompression. If there is a marked 
rise in spinal fluid pressure, with the blood pressure 
climbing rapidly. but still within normal limits, and 
a similar condition existing in the pulse rate, de- 
compression is indicated, and these cases will com- 
prise approximately 30 per cent of cases that have 
survived the stage of shock. If we allow them to 
zo on to the beginning stage of medullary compres- 
sion, the surgical mortality will be just exactly 100 
per cent. 

After the patient has been placed at rest upon 
first admission and first aid measures have been 
attended to, I feel that spinal puncture with an ac- 
curate record of pressure, if possible, is a most val- 
uable procedure, as it is associated with absolute- 
lv no shock and is without discomfort to the patient. 
if a little navocaine is used. Durine the stage of 
shock. if the pressure is considerablv elevated, it 
mav be diminished to the normal limits, for if the 
patient happens to be one of those that are poten- 
tially hemorrhage cases, wiht reduction of pressure 
to normal. hemorrhage will most surely occur. It 
is not so much of value in relieving pressure in the 
majority of cases as it is an index to pressure 
changes that develop during the subseauent stage. 
In other words, if a patient presents definite symn- 
toms of acute brain, spinal fluid pressure is normal 
or slightly above normal, anv deviation from this 
at subsequent examinations during the inflamma- 
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tory stage is most helpful in anticipating acute 
medullary edema and compression before it precipi- 
tates. If there is marked increase in pressure at 
any of the subsequent examinations, edema and 
compression are most surely to follow. Operative 
procedure at any other stage represents poor ob- 
servation or ignorance, the latter being a mental 
state that the law does not excuse. As to the ques- 
tion of limitation of spnial decompression, I per- 
sonally prefer to withdraw fluid to the extent that 
the pressure remains at the upper normal limits or 
slightly above. This is especially true in diagnostic 
work, ventriculography, spinal puncture, cisternal 
puncture, and so forth, in the presence of organic 
brain disease, especially tumors. Any sudden devia- 
tion from the acquired pressure frequently precipi- 
tates fatal hemorrhage, complicated with an acute 
medullary compression. This is explained on the 
basis of hemorrhage from sudden pressure chang- 
es produced by rupturing of already diseased ves- 
sels, that is so characteristic of malignancies. How- 
ever, in acute brain injury, the increased pressure 
is sudden in its onset and of only a short duration, 
and, resistance to high tension not having been ac- 
quired, there will probably be better response to 
upper limit normal pressure (12 to 16 mm. of mer- 
cury). ) 

In regard to decompression in the selected cases 
in which medullary compression has been antici- 
pated, the procedure is associated, in the hands of 
a capable surgeon, with no shock whatsoever. It 
can usually be accomplished under novocaine infil- 
tration and in a very brief period of time. The 
procedure of choice is the muscle-split incision in 
the subtemporal region, unless the injury and devel- 
oping edema are in the posterior fossa beneath the 
tentorium; in this event, the suboccipital decom- 
pression. 


In conclusion, the appalling mortality in acute 
brain injury will be tremendously diminished, pro- 
viding the attending surgeon will refrain from the 
urge to operate during shock and anticipate im- 
pending medullary compression and administer sur- 
gical relief before the symptoms appear. The con- 
clusions drawn may seem academic, but it is, unfor- 
tunately, true that good surgeons every day, in 
every part of the country, are violating every law 
in rational therapy of acute brain injury. 


DR. E. PAYNE PALMER (Phoenix): The posi- 
tion of the patient, with head injuries, is important. 
The blood pressure is highest when the patient is in 
the recumbent position and lowest in an upright 
position. The Fowler position should be maintained 
as soon as the patient has recovered from shock. 

Caffeine sodium benzoate, given intravenously or 
subcutaneously, will reduce the intraspinal pressure 
within a few minutes. Its administration should be 
repeated every two to four hours until the intra- 
spinal pressure is normal. 

Dr. Thomas has advised us against morphine. It 
should be given only when the caffeine is used, as it 
increases intracranial pressure. A prolonged rest 
during and after recovery, for weeks or months af- 
ter head injuries, is necessary. 

DR. A. P. KIMBALL. (Yuma): Many times it is 
impossible to localize the head injury. The chief 
aids in diagnosis are that the pupil of the eve on 
the opposite side of the head contracts, the blood 
pressure on the ovposite side is higher than other 
arm, and the axillary temperature on the opposite 
side is higher. 

DR. JOHN J. McLOONE (Phoenix): Following 
skull fractures and concussion of the brain, we fre- 
quently encounter sequelae pertaining to either 
the labyrinthine or auditory function of the eighth 
nerve. Following head injuries of the above tvpe, 
it is not unusual to see patients who suffer from 
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attacks of vertigo and diminished audition in vary- 
ing degrees, depending upon the extent of injury 
and the location of the lesion resulting from the 
ccommotio cerebri; (2) commotio cerebri et auri in- 
ccommotio cerebri; (2) commotio cerebri et auri in- 
ternae; (3) fracture capsuli labyrinthi. . 

The first group includes cases in which the ear 
findings point to a central involvement of the 
eighth nerve; in the second group, we have those 
cases in which there is inner ear involvement due to 
a concussion of the membranous labyrinth. Tran:- 
verse fractures through the petrous bone resulting 
in vertigo and deafness are placed in the third 
group. . 

It is estimated by various observers that skull 
fractures and concussions result in either temporary 
or permanent impairment of the vestibular and 
cochlear portion of the eighth nerve in 40 to 50 
per cent of the cases. By the Barany and Kobreck 
tests, we can often disclose the location of the le- 
sion. The degree of loss of hearing can always be 
ascertained by the usual functional test for audi- 
tion. 

DR. W. A. HOLT, (Globe): There has been much 
improvement in the handling of head injuries. Two 
or three decades ago it was quite the practice to 
take the badly injured head cases immediately to 
the surgery and subject them to a major operation. 
This practice is passe and we now accept the head 
injury as being an acute case requiring careful 
handling and study, the study consisting of keen 
observations as to shock, motor disturbances, rate 
and character of pulse, character of breathing, 
pupillary sensitiveness and _ irregularities, blood 
pressure and hemorrhages whether intra or extra 
dural. Intracranial hemorrhage is the most com- 
mon cause of serious symptoms following injury to 
the head, which is fatal if unrecognized and unre- 
lieved and which may be accompanied by fracture 
either simple or compound. The first 24 to 48 hours 
is the time of greatest importance in the handling 
of these cases. There have been many fallacies 
handed down to us regarding head injuries and 
particularly do I refer to the one of hemorrhage 
from the ears. The real old time medical men ac- 
cepted and passed it along to us that hemorrhage 
from the ears was pathognomonic of fracture at the 
bese and was just about 100 per cent fatal. I am 
sure that today we see numerous cases of head 
injuries with hemorrhage from the ears in which 
grave symptoms are absent and the x-ray is neg- 
ative. 

Blood pressure and pulse reading are very im- 
portant and certainly tell a true story of the pa- 
tient’s condition. A slow pulse and a high systolic 
blood pressure, regardless of other symptoms, call 
for an immediate tapping, and in all severe head 
injuries a reading of pulse and blood pressure will 
place the medical man completely in control of the 
situation. And while speaking of pulse and blood 
pressure, please let me speak of the case of a 
miner who had fallen on his head and was brought 
in unconscious, with sterterous breathing, vomiting, 
restlessness, pulse 50, respiration 12, deep and 
heavy. Blood pressure 154/80, laceration of scalp 
in mid-vertex region, no paralyses, blood pressure 
rapidly climbed to 190, pulse 46 to 50 and maniacal 
symptoms appeared. A tapping of 30 c.c. of bloody 
fluid, which was under increased pressure, almost 
immediately relieved the mania which would again 
reappeir when his systolic blood pressure rose to 
199. For six weeks tapping was done on this man, 
one to three times every 24 hours, with a complete 
recovery. In this case there was evidently a dis- 
turbance in the equilibrium of the cerebro-spinal 
fluid, either an excessive secretion, or its gravity 
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was added to by hemorrhage or there was an in- 
ter’erenze with its exit into the subarachnoid space 
through the roof of the fourth ventricle. In this 
case, although the x-ray disclosed a linear fracture 
of the right parietal bone, there was no indication 
for surgical intervention, causing us to believe that 
the gravity of head injuries depends upon trauma 
of brain tissue, hemorrhage and pressure. 


DR. D. R. GASKINS (Phoenix): Dr. Muck of 
Germany has made a very interesting observation 
which is of value in those cases where there is a 
doubt as to which side there is a definite brain in- 
jury. He sprays a fine spray of adrenalin toward 
the floor of the nose, shrinking the inferior turbin- 
ate. A blunt probe is then pressed against the body 
of the turbinate in the longitudinal direction for a 
few seconds. A thin white line developing at the 
side of pressure is a positive reaction for injury to 
the cortex of the corresponding side. He explains 
the reaction as being due to a disturbance of the vas- 
cular fibers of the sympathetic which has a definite 
relation with the cortex. The test is also positive 
for brain abscess and tumors located near or pro- 
ducing slight pressure on the cortex. 

DR. C. A. THOMAS (closing): Frequently pa- 
tients are operated on in Tucson when they should 
be left alone. I am not familiar with Dr. Gaskins’ 
method of determining the side of the head on which 
there is an injury. Cases in which there is increase 
in the pulse pressure, elevation of spinal pressure 
or elevation of blood pressure deserve dehydration. 
Long continued rest is essential. Spinal fluid should 
be drawn off at intervals until all blood, even mi- 
croscopical on centrifuged specimen has been elim- 
inated. This because it has been proven that blood 
left in spinal fluid causes chemical reaction which 
closes ports of exit of spinal fluid, thus interfering 
with the hydraulics of the brain, and giving hydro- 
cephalus to a greater or lesser degree. This point 
has been demonstrated by Temple Fay and is pos- 
sibly the cause of the unpleasant sequelae in many 
of these cases. 





WHAT CONSTITUTES A MODERN BONE 
SURGEON 
WILLIAM L. BELL, M.D. 
Oakland, California. 

(Read hefore the Fortieth Annual Meeting of the 
Arizona State Medical Association, held at Nogales, 
May 7-9, 1931.) 

“What Constitutes a Modern Bone Sur- 
geon?” You have given me freedom and 
wide latitude in the selection of this subject. 
Acide from the grammatical inelegance of 
the ttle, two fundamental errors are evident 
at the outset, too much subject for the gen- 
erous time allotted and too much subject for 
the sneaker persenting it. Permit me to say 
that one may voice standards and require- 
ments which he does not pretend to possess. 

The modern bone surgeon faces a complex- 
ity of contradictory and, apparently, equally 
well-crounded opinions. It would appear 
that a narrower c'assification of surgeons, 
rather than methods, would give us a more 
denendable answer. 

I feel that my personal surgeon should 
know when to apply skin traction, naturally 
the safest, then skeletal traction and, third, 
open reduction. I do not desire to suffer for 
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days and weeks under a simple method to 
find that, after this suffering and fibrosis, 
I must have an open reduction or some other 
method done at this difficult stage. Nor do 
I wish to have much cutting and prying and 
drilling done. for a thing which could have 
keen accomplished more painlessly and safe- 
ly. Both the orthonedic surgeon and the 
bone surgeon claim invasion of their terri- 
tory. The orthopedic surgeon is widening 
his activities, as compared with the original 
acceptance of the term. No definite line of 
cleavage exists. I would prefer to have a 
gcod arthroplasty or a good saucering by a 
hone surgeon than to have an ineffectual one 
by an orthopedic surgeon, or the converse of 
this, if the orthopedist happened to be more 
capable. In short, good surgerv is just that, 
without regard to the surgeon’s title, and I 
feel that no cause whatever for argument 
exists between the many poorly defined spe- 
cialties. Too many border-line disputes and 
technicalities arise in what is one great sub- 
ject. In this disputed area, fundamentals 
are not in the least involved and what are 
good methods for one group are equally good 
for the other. 


In short, the professionally equipped frac- 
ture surgeon must present a spvectrum of 
versatility from the simple board splint and 
quick manual replacement on the left, 
through all the methods of tongs, pins, plas- 
ter of Paris, zine gelatine, moleskin, ad- 
hesive, semi-internals, and true internal 
fasteners, absorbable and otherwise, to the 
extreme right wing, calling for that rarest 
of devices, the true internal splint. This 
may be flashed in one sentence but in prac- 
tical knowledge covers more than I think 
any one man has as yet mastered. I do not 
believe that any single principle is ever ideal- 
ly applicable to all cases, nor do I believe that 
any individual surgeon, however vast his ex- 
perience may be, has encountered all the in- 
dications. Granted that he has encountered 
them, has he been wide enough and clear 
thinking enough to have employed, let us 
say, just the best method in just the right 
case, 


I understand that one of our captains of 
vast industry expected fifty per cent of mis- 
takes from his employes. That would hardly 
suffice in fracture work. I think five per 
cent should cover a sufficient number of 
mistakes, and disagreements and retrials in 
this work. This may be too narrow. I have 
known men of excellent judgment who ar- 
gued for thirty per cent. 

As briefly as possible, I shall now give you 
one case history, representing what I claim 
to be a near approach to an internal splint. 
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That we had a sufficient result does not 
justify this. The question is, just what else 
could we have done at this time short of am- 
putation? I should be glad to have vigorous 
and free expressions of views concerning 
this. 

This middle-aged, sturdy woman was 
dragged some two hundred feet along a 
board fence by a motor bus running wild. I 
was a spectator until about the eighth day 
after accident. She was literally perforated 
with wood splinters from the dimensions of 
a match to the size of a full-sized lead pen- 
cil, some dozens of perforations. No internal 
perforations at all. The only normal area 
as to skin was her right thigh, tuber ischii 
to knee, and this contained a shattered femur 
about its middle. I never saw so much pus 
pour from a patient. She was bathed in it, 
almost swam in it. She was tipped to the 
left, supvorted, hosed, what not. Her gen- 
eral condition was surprisingly good, but we 
could not devise any splint that would not 
become soaked in an hour; pulleys and 
weights, with penetrating pins, with the con- 
stant movement necessary, seemed out. 
With repeated skin preparation and enor- 
mous vaseline walls, and vaseline packs and 
lamps, the thigh was prepared for two days, 
the vaseline partly removed, a quick long in- 
cision made and an enormous concave steel 
plate bolted through the reduced fragments. 
Preatically no external splinting. I never 
saw a finer primary union nor a better bone 
result. Fain was negligible after operation. 
This patient had some other worries. She 
came right through to a quick convalescence 
and had ultimately about five degrees loss 
of full flexion as compared with normal 
knee. 

Were we justified in risking the patient’s 
life hy this method? We could not let her 
welter in pus. The agony from necessary 
moving was killing her. Enormous opiates 
were certainly not curative. Amputation, I 
felt, could be done later if necessary. We 
have very competent one-method men who 
have told me that they considered it never 
necessary to use open methods. We have 
others who colorfully, indeed, and efficient- 
ly do much open work. Frankly without 
critic'sm, I hold that both views are just a 
trifle restricted. In indicated cases I feel 
that open work fastenings are better accom- 
p'ished with absorbable material rather than 
with steel plates and screws. Yet nothing 
but steel would have answered in the case 
just described. 

So my contention is that such a field is 
not so simple; that it requires absence of 
jealousy, an open mind, a certain boldness, 
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a wide knowledge of materials and methods. 
I feel that the experienced surgeon is fully 
justified in doing an occasional open reduc- 
tion when his particular case presents con- 
ditions and indications of which he only can 


be the judge. 
DISCUSSION 

DR. J. M. GREER (Phoenix): Far be it from me 
to really discuss Dr. Bell’s paper; however, I should 
like to emphasize a few points brought out by Dr. 
Bell. As he has said, “I feel that my personal sur- 
geon should know when to apply skin traction, skel- 
etal traction and open reduction.” 

This all comes back to surgical judgment, which 
is the all-important thing, after all. The ideal sur- 
geon, of course, would be the one who could, at the 
outset, decide upon the proper method of treatment 
and care for the particular case at hand and out- 
line it from beginning to end in his own mind, as 
well as in the minds of his associates and helpers, 
and carry this procedure through. It is true that 
some bone cases are applicable to the “cut and try” 
method, but the greater the experience of the sur- 
geon the fewer cases he will see of this type. 

It is my feeling that the general practitioner 
should pay more attention to bone surgery. I do not 
mean that he should waste his time—and it would 
be a waste of time—in fitting himself to do highly 
specialized bone operations with Lane technic, and 
so forth. But he should be able to visualize in his 
own mind the entire treatment of a bone case and 
start it out accordingly, whether he intends to fin- 
ish the treatment or not. 

I might illustrate this by a recent example. A 
doctor called me on the phone saying he had a se- 
vere injury of the forearm in which there was lacer- 
ation, contusion, marked swelling, and fracture of 
both bones of the forearm, with over-riding frag- 
ments. He said he did not think he could reduce it 
and if he attempted it he would only produce more 
traumatism, and if he did succeed in getting it re- 
duced he did not believe that it could be held. He 
said, “Suppose I clear up the infection, get the 
swelling down, and send him on down to you for 
open reduction.” This doctor could visualize the 
treatment of this case from beginning to end. 

As to percentage of mistakes that Dr. Bell men- 
tions, of course there will be mistakes and plenty of 
them. However, I believe that more careful study of 
the patients and their physical and mental make-up, 
as well as the mechanics of their bone conditions, 
will cut down this percentage. I should like to make 
a plea for a more careful study of our end results, 
one, two, three and five years following first treat- 
ment. 

As to one-method surgeons, I do not believe we 
should have them. I know a very competent bone 
surgeon who once said, “I am off of steel plates 
and metal of all kinds; I have not used one for four 
years or more,” and he had a large fracture service. 
Within the next two weeks or so, he told me, he 
plated three cases. He is certainly a surgeon with 
an open mind. 

If I may be permitted to discuss or mention some- 
thing that was not included in Dr. Bell’s paper, may 
I here make a plea for the patient. In severe in- 
juries, with shock, particularly head and spinal in- 
juries, may I ask that the patient be treated and 
his bone injuries receive secondary consideration, 
for the time being. May I ask that the patient not 
be turned over to an x-ray technician to be rolled 
and tumbled about to get proper x-ray exposures 
and films, the only value of which would be to sat- 
isfy early curiosity of the surgeon, the patient’s 
relatives or an over-anxious insurance adjuster. 
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Again, may I ask that our “modern home sur- 
geon,” when given a severe case with shock and 
fractures with displacement, be not too eager in 
his desire to get a mechanically accurate adjust- 
ment of the fractures and lose sight of the general 
condition of his patient. I believe that if this be 
kept in mind, we can save some of the patients who 
would otherwise be lost. 

In closing my remarks may I ask: First, that we 
always keep an open mind in the treatment of our 
cases; second, that we keep ourselves informed as 
to all methods of care and treatment; third, that we 
study carefuly our end resuts; fourth, that we 
treat our patients, as well as their bone injuries 
and bone conditions. 

DR. A. P. KIMBALL, Yuma, Ariz.: I would like 
to ask Dr. Bell if he does not get more rarefication 
with steel plates than he does with autogenous ma- 
terial. Does he advise the use of steel plates in 
preference to autogenous bone grafts? 

DR. WILLIAM L. BELL (closing): This case 
was a. problem to all of us. Of course we could 
have amputated. The preparation of the skin was 
not so difficult as it seems, so long as organisms are 
not embedded. We used five pounds of vaseline. 
We did ordinary routine preparation of the skin, 
and afterward used a thermolite lamp. The vase- 
line was rather unsatisfactory, as it melted, and we 
finally used one centimeter of vaseline uniformly 
over whole thigh held in place by a thin plaster 
cast, through which a large fenestrum was cut. I 
like to use a soft absorbable ox-bone screw that is 
thoroughly sterilized by heat and pressure in cases 
in which bone stimulation is not necessary, but of 
course we need to use autogenous grafts where bone 
stimulation is needed. Tibias from which grafts 
have been taken are sometimes left in a painful con- 
dition. In using bone grafts, however, use large 
slabs of bone, i. e., large enough to insure growth of 
the transplant and secure fixation. We do not find 
much tendency to infection. We prefer to fix all 
autogenous grafts with ox-bone screws rather than 
with gut or kangaroo tendon. 





THE NEWER ANESTHETICS 
THOMAS O. BURGER, M.D., F.A.C.S., 
San Diego, California. 

(Read before the Fortieth Annual Meeting of the 
Arizona State Medical Association, held at Nogales, 
Ariz., May 7-9, 1931.) 

No chapter in the history of medicine is 
more fascinating than that relating to the 
development of anesthesia. We have had 
during the past year or two more articles 
written upon “The Newer Anesthetics” than 
upon any other subject; the literature now 
has assumed vast proportions, clearly show- 
ing the interest that has been aroused in 
the improvement of anesthesia. It is possi- 
ble only to point out here and there certain 
events and names which have served as mile- 
stones in the path of our progress. Every 
clinic of any size or importance has given 
these different drugs a tryout in order to 
determine for themselves the best results ob- 
tainable. 

Agents and drugs have been developed by 
the different pharmaceutical houses, who are 
our benefactors, until now we have what we 
term the “newer anesthetic” drugs and auxil- 
iaries as aids, which, together with our es- 
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tablished anesthetics, are a great improve- 
ment in the operative procedure and for the 
patient’s welfare. But the fact remains 
that the ideal anesthetic is still in the future, 
a veritable will-o’-the-wisp. 

We recall that there have been many shifts 
from one anesthetic to another. For many 
years surgeons were content to feel that the 
use of chloroform was satisfactory; then 
came ether as a still safer method; later, 
came the gases, first of which was nitrous 
oxide, and later ethylene, both distinct im- 
provements in so far as the comfort and 
safety of inhalation anesthesia is concerned. 
Novocaine supplanted the very toxic cocaine, 
and then local anesthesia became more pop- 
ular. 

The ideal anesthetic is, of course, one caus- 
ing the patient no discomfort, with freedom 
from danger, affording a depth of anes- 
thesia _under which operative procedure can 
he cafried on easily, and producing minimal 
injurious effects and sequelae. Still further, 
in order to be ideal for abdominal work, an 
anesthetic must afford sufficient relaxation 
to make the work of the operator easy and, 
especialy, without trauma to the abdominal 
contents. 

In our present day a wide range of anes- 
thetic agents are required due to our increas- 


ing and rapid advancement in both medical 


and surgical knowledge. We do not have, 
up to the present time, a single agent that 
fulfills or even approaches the fulfilment of 
our requirements; but, with the newer 
agencies combined, we feel that we are now 
nearer an ideal anesthetic. 


Of the newer anesthetics and adjuncts 
that we shall discuss are: nupercaine, per- 
rocton, avertin, local, spinal, luminal, and 
sodium amytal. These are the agents and 
adjuncts that are apparently being used 
more than any others by the surgical world 
at this time. 

Nupercaine is an agent that is supposedly 
more ideal than novocaine in that its action 
is more prolonged. Reports have been re- 
ceived regarding its combination with novo- 
caine for spinal anesthesia; thereby making 
an ideal anesthetic for prolonged operation. 
However, time will soon tell whether or not 
it has proved its claim for local as well as 
for spinal. 

Pernocton, a German product, should be 
mentioned as one of the newer anesthetics. 
We have had no experience with it, and could 
only quote literature, which is very exten- 
sive. Frielander, in a recent paper, had a 
bibliography of 195 articles, practically all 
from German authors. From a study made 
of the papers, I feel that avertin, sodium 
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amytal, and other drugs at our command 
fulfill all the requirements or indications of- 
fered by pernocton. 

Luminal is an adjunct suitable as a psychic 
sedative to a certain degree. Bartlett and 
a few others seem rather strongly in favor 
of it, but, as a barbital preparation, I see no 
advantage in its use over sodium amytal. 

Sodium amytal, at the present time, seems 
to be the most popular and the most satis- 
factory of any of the sedatives or prelim- 
inary anesthetics used. The chief advantage 
of sodium amytal in surgical management is 
the way in which it spares the feelings and 
nerves of the patient. He is put to sleep in 
his room and remembers nothing of the 
dreaded trip to the operating room. My per- 
sonal enthusiasm for its use, though great, 
need find no further expression here, since 
it will be fully discussed by Drs. Palmer and 
Fournier under the title of “Sodium Amytal 
in Surgery and Obstetrics.” 

Avertin, the new German anesthetic, 
chemically known as tribromethy] alcohol, in 
our opinion has a definite place among the 
anesthetic agents now available, and we are 
very enthusiastic in its use for many opera- 
tions, especially those about the head and 
neck, i.e., neck dissections, lip resections, and 
plastic repairs. 

We believe that it is entitled to a fairly 
high rating in respect to safety, and the 
outstanding feature which makes avertin 
such a remarkable agent is the ease with 
which anesthesia is produced. No anesthetic 
with which we are familiar approaches it in 
this respect. Although used in over a hun- 
dred thousand cases on the continent, and in 
this country since 1929, we now regard it as 
rot sufficiently safe to be used for com- 
plete anesthesia but in a limited number 
of patients. Other cases require a light gas 
anesthesia, a small amount of inhalation 
anesthesia, or only local infiltration occa- 
sionally administered during the operation, 
to produce the desired result. In this par- 
ticular, it is interesting to note many times 
the small amount of the latter agents needed 
to produce anesthesia. 

When prepared with perfect accuracy and 
civen with meticulous care, anesthesia is ob- 
tained usually lasting about two and one-half 
hours. This feature aids materially in les- 
sening the postoperative pain, and eliminates 
nausea (postoperative) and vomiting to a 
marked degree. Like any other rectal anes- 
thetic. it presents one difficulty, however, in 
that the regulation of dosage is practically 
impossible once the drug is administered. 
The dosage, although regulated according to 
the individual’s weight, is variable, and must 
be varied according to the experience of the 
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operator. To meet the requirements of a 
basic anesthetic, 80 milligrams per kilo body 
weight is recommended. As experience in 
administration is gained, it will be necessary 
in some cases to administer 100 milligrams 
per kilo body weight, particularly in the 
young healthy individual. 

No attempt should be made to administer 
it in “shock predisposed” patients. It 1S 
contra-indicated in severe diseases of the 
liver and kidneys, advanced pulmonary tu- 
berculosis, ulcerative diseases of the rectum 
and colon, extreme cachexia, anemia, in ex- 
tremelv del‘cate children, and in dehydrated 
and elderly patients. Avertin should be used 
with great care. 

We received two consignments direct from 
Germany some time before the drug was 
available, and used it in fourteen cases as a 
complete anesthetic, using 110 mgs. per kilo, 
and it proved most ideal with the exception 
of one death which could possibly be at- 
tributed to avertin. We are now using it 
only as a basic anesthetic, giving as a maxi- 
mvm not more than 100 mgs. per kilo. 

As there are two papers following this one 
on these newer anesthetics, and as obviously 
this is too large a task for one, I shall make 
here just a few remarks with examples on 
the selection of an anesthetic which will be 
to the best advantage of the patient. 


Figures showing the death rates of the 
various agents must be considered, but there 
may be other factors which often lead us to 
disregard the actual statistics and force us 
to use an anesthetic which would be consid- 


ered a greater risk. To illustrate: Avertin, 
we have admitted, has too high a death rate 
to be used for full anesthesia, and yet in 
carbuncle of the upper lip with pus exuding, 
extreme swelling, tenderness, and its prox- 
imity to the nose and oral cavities, and when 
ligation of the angular vein is indicated, it 
is the judicious choice for complete anes- 
thesia. Obviously local and spinal are im- 
possible; the using of a mask for a general 
anesthetic, with the danger of pressure and 
infiltration of the surrounding tissues and 
inhalation of pus, is clearly out of the ques- 
tion. Too, a cautery would be dangerous in 
combination with ethylene or ether. Aver- 
tin in this instance meets all the require- 
ments, and the advantage in its selection is 
inestimable. 

Local anesthesia is still one of the safest 
methods, and in selective cases, in conjunc- 
tion with the preliminary newer auxiliaries, 
makes for ideal surgery in many more pro- 
cedures than has heretofore been the case. 

We are enthusiastic in regard to spinal 
anesthesia for surgery below the diaphragm, 
and have used it in 570 private cases since 
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1927. However, we do not use it in al! 
hernias or hemorrhoids when local is consid- 
ered just as satisfactory. 

We do not use spinal in children under the 
reasoning age, or on people who can not be 
readily sold to its advantages, and spina! 
anesthesia is contra-indicated in the follow- 
ing: infections of the skin on the back; gen- 
eral septicemia, syphilis; where there is any 
possibility of cerebral or cord tumor; a possi- 
ble meningitis; where turbid fluid is found 
on tapping, or on a bleeding patient, or on 
one whose loss of blood has already caused 4 
decided drop in blood pressure. 

Patients with a very high blood pressure 
and marked sclerosis are perhaps better 
suited to inhalation anesthesia if other con- 
ditions present permit. In an abscess, peri- 
tonitis, or perforation of the lower abdo- 
men, sp'nal is not the choice on account of 
the Trendelenburg position during the opera- 
tion and postoperatively, and because of the 
possibility of more soiling of the peritoneal 
cavity in perforations. 

Fractures are most ideally adjusted by 
local infiltration into the hematoma around 
the fractured ends of bones. It is remark- 
able how relaxed the muscles become when 
novocaine is instilled only in the bloody space 
at the fracture ends. When the needle is 
thought to be at the site of the fracture, 
aspirate, and if blood and serum are ob- 
tained, then slowly fill with novocaine and 
allow three to five minutes before manipula- 
tion. One mistake that I made at first was 
to use the accustomed % per cent, which, 
when diluted, as it obviously is by fluid, 
makes a solution too weak. Therefore, one 
should use a 1 per cent or a 2 per cent solu- 
tion, as it does not require a very large 
quantity of fluid. If the periosteum is in- 
jected close to the fractured ends, it will 
help, though that is not necessary. Recently 
there have been written three articles on 
this procedure, by Englsih, German, .and 
American authors, who very convincingly 
have demonstrated its use and practicability. 

Dislocations are just as painlessly reduced 
by injecting a 1 per cent solution into the 
joint space. The efficacy of this procedure 
is shown by complete muscular relaxation 
and lack of pain on reduction. 

In the lower extremity, 50 mgs. of novo- 
caine in a small amount of spinal, is ideal. 
However, if local does just as well, probably 
its use here is more desirable, even though 
I am admittedly a spinal enthusiast. It is a 
great advantage in that many cases can be 
treated in the office, can be fluoroscoped 
easily, and hospitalization can be avoided if 
an anesthetic must be given. 

Ethylene is very popular among our local 
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surgeons, and it is to be hoped that with ex- 
treme care we may be spared an explosion. 

The following table will show a percentage 
of anesthetics for the past six years, which 
will cover the period of our awakening to 
duty in better anesthesia and especially bet- 
ter selection for individual patients and dif- 


ferent operative procedures. 
Ether Gas Local Sacral Spinal Ether-oil Avertin 





1925.....44 20 34 2 
1926.....45 25 28 2 


1927.....36 34 28 2 

1928.....19 30 25 25 1 
1929....12 21 26 38 3 
1930...... -. we. 56 1 


We do not use sacrals any more, as we 
elieve spinal in small quantity of fluid is 
easier to administer, more sure, and equally 
safe. 





SPINAL ANESTHESIA 
A. P. KIMBALL, M.D., 
Yuma, Arizona. 

(Read before the Fortieth Annual Meeting of the 
\rizona State Medical Association, held at Nogales, 
\rizona, May 7-9, 1931.) 

The povularity that spinal anesthesia has 
received in the past three or four years is 
caused, without doubt, by the dissatisfaction 
which other methods of anesthesia have 
given. To those of you who have used spinal 
anesthesia to any extent and with any de- 
gree of success, it is very apparent why this 
method is becoming so popular. The ease 
with which you can perform your operation, 
the relaxation, especially of the abdominal 
contents, the minimum hemorrhage, and the 
confidence you have in the ultimate outcome 
of the surgical procedure. John B. Deaver'’ 
in a recent article certainly stated the truth 
when he said “Spinal anesthesia makes the 
surgeon master of the situation.” 

I do not believe that you are interested in 
the history of spinal anesthesia more than in 
the fact that Dr. J. J. Corning’, in 1885, pro- 
duced, accidentally, the first spinal anes- 
thesia in a dog by injecting 2 cubic centi- 
meters of 1 per cent cocaine solution into 
the lumbar region. You are all acquainted 
with the dissatisfaction and the high mor- 
tality rate which eventually followed this 
discovery. And not until 1908 did the 
method really show any real improvement 
and this was due to the courage and perse- 
verance of Wayne Babcock’ who really 
stands out today as a pioneer in this method 
of anesthesia. However, it remained for 
Labat‘ and Pitkin’ really to bring this method 
into the popularity it enjoys today. Pitkin 
probably has done more to bring this method 
nto general use than any one of the pion- 
eers of the procedure, due to his experiments 
and the formation of a lighter than spinal 
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fluid preparation called spinocaine, also to 
his use of the different degrees of Trendelen- 
burg position, depending upon the result de- 
sired. 

It is impossible at the present time to 
state how many cases have been operated 
upon by spinal anesthesia, owing to the fact 
that many surgeons have not reported the 
number of cases on which they have used 
the method. However, Rygh’ and Bessesen 
complied) statistics in 1928 of 44,241 ad- 
ministrations of spinal anesthesia, with four 
deaths; Tendler’ tabulated 326,910 cases, 
with 80 deaths (this embraced a large vari- 
ety of technics and drugs used) ; Koster’ has 
reported over 6,000 cases with a mortality 
rate of nine deaths. Deaver has reported 
over 5,000 cases with only one death and that 
was due to the fact that, by mistake, apothe- 
sine was used instead of novocaine. Bab- 
cock has reported over 6,000 cases with 
twelve deaths—up to 1914. Case’ reports 
1,100 cases without a single death. Labat 
reports 12 years’ use without a single death; 
and the Jackson Clinic” reports 1,000 cases 
without a single death and reports 80 per 
cent of the major operations at the Jackson 
Clinic being performed under spinal anes- 
thesia. Campbell of Bellevue also reports 
1,520 urological cases, with one death. 

I could quote further statistics like the 
above, but I feel all of you are aware of the 
effectiveness of this method provided the 
technic of the preparation which you are 
using is followed, according to that individ- 
ual preparation. I am sure that most of 
you are aware of the Pitkin technic, in which 
the patient is placed in a lateral position 
upon the table with the knees and chin 
brought together as nearly as possible, and 
in this position the preliminary injection of 
50 milligrams of ephedrine and 1 per cent 
solution of rovocaine is injected, to prepare 
the patient for the introduction of the 20 
or 22 gauge 45-degree-angle Pitkin needle. 
The skin and subcutaneous tissue down to 
the spinal column is anesthetized, then the 
Pitkin need'e is introduced until you feel 
the snap as it enters the subdural space. The 
stylet of the needle is withdrawn and care 
is exercised that the needle is not displaced. 
The syringe with the spinocaine is attached 
to the needle and barbotage is then carried 
on, depending upon the anesthesia desired, 
from 4 to 8 cc. spinal fluid being drawn 
tack into the syringe and mixed with spino- 
caine. The needle is quickly withdrawn and 
the patient is then straightened out on the 
table and dropped to the Trendelenburg posi- 
tion to the desired degree. 

The Labat technic with neocaine differs 
only in the fact that the patient is placed 
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on the table in a sitting position and bent 
forward, and the preliminary local anes- 
thetic given without ephedrine. Dr. Labat 
advises a medium gauge 80/1 nickeloid 
Labat needle for withdrawing the spinal 
fluid, which is allowed to drop into an am- 
pule of neocaine of 1/10 to 2/10 gram, as 
deemed necessary for the surgical procedure 
contemp ated. After the ampule, which 
holds 3 c.c., is full, the stylet is placed in 
the spinal needle and, with the syringe, the 
solution of neocaine and spinal fluid is thor- 
oughly mixed until all crystals are dissolved. 
As soon as this has been accomplished the 
syringe is attached to the needle and bar- 
botage is carried out, always reducing the 
quantity of new fluid aspirated, as lower 
punctures are made, in order to lower the 
level of the anesthesia. 


In other words, Labat advises, upon con- 
necting the syringe to the needle and as- 
pirating as much new spinal fluid as the 
amount the syringe contains, and then in- 
jecting more than half of the contents of 
the syringe, lowering the aspirations and 
the fluid in quantity equal to that remain- 
ing in the syringe and again injecting more 
than half of the contents of the syringe. 
These maneuvers are repeated three or four 
times until the syringe is emptied. The 
needle is then suddenly withdrawn and the 
patient is placed flat on his back and the 
head of the table lowered just enough to 
raise the patient’s pelvis above his head. 
This must be done without loss of time and 
in this position the patient must stay until 
the overation is completed. Anesthesia sets 
in rapidly and is completed by the time the 
operative field is prepared and the duration 
of the anesthesia varies from 45 minutes to 
one and a half hours. The patient should 
be removed from the operating table in the 
same Trendelenburg position that he occu- 
pied on the table and should be kept in this 
position for at least three hours after the 
operation. If you do not have a stretcher 
where the head of the patient is lower than 
the pelvis, one may use a cushion to raise 
the pelvis higher than the head and, when 
the patient is put to bed, the foot of the bed 
is raised and placed upon the seat of a chair, 
if shock blocks are not available. A _pre- 
liminary injection of morphine, 1/6 to 1/4, 
and scopolamine 1/100, is given one-half 
hour before the patient goes to the operating 
room. 


Labat advises cold sponges to the face and 


neck in the presence of nausea. The nose is 
closed with the fingers used as a clamp on 
the nostrils and the patient is forced to take 
deep breaths through the mouth. He also 
advises caffeine or strychnia one-half hour 
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before the operation on account of its effect 
upon the tone of the heart muscle, if it is 
deemed necessary. For the post-operative 
care, he advises a cup of black coffee taken 
by sips, occasionally an ounce of whisky. 

In referring again to the mortality of this 
method, it is no doubt apparent that many 
operations are being done under spinal anes- 
thesia today that formerly were considered 
inoperable, and not only inoperable but fa- 
talities as well. When we stop to realize the 
wonderful change in the situation today by 
the use of this method, only then can we 
rea'ize the benefit to humanity that the in- 
troduction of this method has brought. 

There is at present a wide divergence of 
opinion as to whether this method should be 
used for operations above the diaphragm. 
Labat* claims that spinal anesthesia should 
not be used for any operation above the dia- 
phragm. Koster* has done many operations 
above the diaphragm—more than 27 mas- 
toids with perfect anesthesia, minimum hem- 
orrhage and without any pulmonary compli- 
cations—and claims, also, wonderful results 
in tendoplasties in the upper extremity. 

Everyone who has used spinal anesthesia 
is impressed with the manner in which 
spinal anesthesia facilitates abdominal sur- 
gical procedure. The lack of unnecessary 
and harmful trauma of the peritoneum cer- 
tainly goes a long way to prevent post- 
operative complications and possible death 
of the ratient. The block of the afferent 
and efferent nerves, with the prevention of 
shock, which was brought so noticeably to 
our attention by none other than Crile” many 
years ago, adds an additional safety factor 
in many cachectic, anemic, nephritic, pul- 
monic and toxic patients. One has only to 
compare the patient operated upon by the 
inhalation method and the one operated up- 
on by the spinal anesthesia (block) method 
to note the difference in the amount of nurs- 
ing care necessary. This would lead one to 
conclude that spinal anesthesia is followed 
by fewer sequelae than inhalation anes- 
thesia, and it is natural] for us all to form an 
opinion of the merits of any procedure by 
the clear impressions reached through a 
comparison. 

While I can report only seventy cases of 
spinal anesthesia, yet the contrast is so ap- 
parent, the complications are so much fewer, 
the well being of the patient is so much en- 
hanced by spinal anesthesia, that it is my 
impression that a decided reduction is made 
in the length of time these patients are hos- 
pitalized. Thus it may be seen that this 
me’ hod is an economical measure as well as 
a safety factor. In this number of cases I 
have never felt at any time that my patients 
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were in any danger whatsoever with refer- 
ence to anesthesia, and, so far, I cannot at- 
tribute any mortality to this method of anes- 
thesia. There is only one thing about spinal 
anesthesia that to me has been a disappoint- 
ment and that is that I have had cases in 
which, apparently with excellent technic, the 
desired degree of anesthesia was not ob- 
tained, even when a second injection was 
given. The most peculiar part of this is that 
for a period of over one and a half years, my 
results were, to me, nearly perfect and in the 
only cases in which I did not obtain perfect 
anesthesia, upon serious thought I could 
b'ame mv technic for that lack and that 
failure. But recently I have noted that, 
even after a second injection has been given, 
in some cases a supplemental anesthesia, 
such as a few whiffs of ether, was necessary 
in order to finish the operation. 

I have carefully examined and studied 
these cases and the only conclusion I could 
reach was the fact that possibly the drugs 
used had lost their potency or strength and 
I have, therefore, taken the matter up with 
the different manufacturers, sending in my 
old preparations for new. Naturally, if such 
results as I have recently experienced would 
hapven in a large, busy, surgical clinic, it 
would be very disastrous and would cause a 
great loss of time. I note only slight refer- 
ence to the lack of obtaining anesthesia in 
the articles read, and am wondering if other 
surgeons are having the same results as I 
have recently experienced. However, I do 
not feel discouraged with the method, be- 
cause I have had so many brilliant results 
from its use for such a long period of time 
I feel that, with a change to fresh prepara- 
t’ons, there will be a change to better anes- 
thesia. 

Koster and Kasman’‘, after extensive ex- 
periments, were able to employ spinal anes- 
thesia in every form and type of operative 
p-ocedure encountered in an active surgical 
service. They found that the height of the 
anesthesia is regulated by the amount of 
sp'nal fluid utilized for dissolving the drug. 
In other words. the greater the amount of 
sninal fluid withdrawn, the greater will be 
the amount of diffusion and therefore the 
higher the level of the diffusion and of the 
anesthesia. This is according to the law of 
diffusion of liquids under pressure. The 
diminution of the cerebrospinal fluid pres- 
sure caused by withdrawing a_ greater 
amount of spinal fluid, causes greater dif- 
fusion of the re-injected fluid. All their 
spinal taps and injections are made in the 
interspace between the second and third 
lumbar vertebrae. They have found that 
1/10 gram of neocaine dissolved in approx- 
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imately 4 c.c. of spinal fluid. which is what 
the ampules of neocaine hold, is sufficient 
for the average operation below the dia- 
phragm, if completion of the operation can 
be expected within 50 minutes. If anes- 
thesia of the head and thorax is desired, 250 
milligrams of neocaine dissolved in 8 c.c. of 
spinal fluid and injected between the second 
and third lumbar vertebrae, are used. This 
method applies to adults and children over 
seven years of age. Under that age the dose 
must be diminished proportionately. Be- 
tween five and seven years of age, head 
anesthesia can be obtained by means of 150 
to 200 milligrams of neocaine dissolved in 6 
c.c. of fluid. Between the ages of two and 
five similar anesthesia may be obtained with 
100 to 150 milligrams dissolved in 4 ec.c. of 
fluid: and kelow the age of two years, head 
anesthesia can be obtained with from 5/100 
to 1/10 of a gram dissolved in 3 c.c. of cere- 
brospinal fluid. 

There is another preparation which I wish 
to mention that has created very favorable 
comment from those who have used it, both 
in Eurone and in the United States. This 
preparation is called percaine in Europe, but 
goes under the name of nupercaine in this 
country. The claims for this preparation 
are that anesthesia is very much longer in 
duration than with preparations of novo- 
caine, thereby giving the surgeon ample 
time to complete extensive operative pro- 
cedures without the aid of supplemental 
anesthetics. Many operators using this drug 
claim the anesthesia lasts from one and a 
half to ten hours. The average duration was 
between seven and eight hours. 

This preparat‘on is given as follows: The 
patient is given, as a preliminary injection, 
morphine gr. 14, scopolamine gr. 1/200, half- 
hour before before the time of operation and, 
at the time of operation, 50 mg. of ephedrine. 
With the patient sitting on the operating 
table, bent over and supported by assistant, 
the skin and subcutaneous tissue is anes- 
thetized with 1 per cent novocaine or with 
1-1000 solution of nupercaine. Spinal tap is 
then made and 10 c.c. of spinal fluid drawn 
off, stylet inserted into spinal needle, and 2 
c.c. of spinal fluid discarded if 2 c.c. of nuper- 
caine (1-200 solution) is used. If only 1 c.c. 
of nupercaine solution is used, then 1 c.c. of 
spinal fluid is thrown away; in other 
words, same amount of spinal fluid is 
thrown away as amount of nupercaine 
solution to be injected. After mixing the 
nupercaine solution thoroughly with the 
withdrawn spinal fluid, it is reinjected very 
slowly into the subdural space. After this 
the patient is put into the Trendelenburg 
position and operation started. No bar- 
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botage. The patient is kept in the Trendelen- 
burg position for at least three hours. This 
produces an anesthesia sufficient to perform 
any operation below the diaphragm. 


Records of over a thousand operations per- 
formed by the use of this anesthetic agent, 
nupercaine, where proper dosage was used, 
show no alarming symptoms and, in most 
cases, perfect anesthesia and a marked dif- 
ference in the curve of blood pressure as 
compared with novocaine and spinocaine. A 
whole series was plotted by Keyes and Mc- 
Lellan” and they find that the nupercaine 
series shows a much smaller drop in blood 
pressure and that the pressure returns to 
normal as soon as it does after novocaine. 

The contra-indications of the spinal anal- 
gesic method also have a difference of opin- 
ions expressed by different operators. La- 
bat claims that the method should not be 
used for operations above the diaphragm, 
while Koster claims it is just as safe for 
operations above the diaphragm as below, 
and has ably demonstrated, according to his 
reports and experiments, that he is correct 
in that opinion. He claims that the only 
contra-indications to the method are sup- 
purative processes in the region of injection 
or suppurative disease of spinal column, and 
cerebellar neoplasms. 


In controlling the blood pressure drop, 
prompt tilting into the Trendelenburg posi- 
tion is the only measure that has been found 
that will alleviate the anemia of the brain 
which occurs when the blood fills the 
splanchnic area following the subdural block. 

The indications for spinal anesthesia are: 

(1) Prevention of pulmonary complica- 
tions, either in those who are normal but 
suffering from an acute infection of the 
nose, throat or lungs, or in those suffering 
from some chronic infection of the lungs. 

(2) Cardiac cases with failing compensa- 
tion, hypertension cases, hypotension cases, 
and cases suffering from shock, either from 
toxic obsorption or from trauma. 

(3) The aged, cachetic, especially cases 
of hypertrophied prostate, diabetic gan- 
grene, hernia, and pelvic, perineal and rectal 
disorders. 

(4) Intestinal obstruction, strangulated 
hernia, and acute akdomen. 

(5) Fractures of lower extremity and all 
bone work of lower extremity, on account of 
prevention of shock from bone trauma. 

(6) In nephrectomy, peritonitis, gastric 
and gallbladder surgery and especially in 
c2sarean section. 

SUMMARY 

Spinal anesthesia offers to the surgeon 

who is careful in the details of his technic, 


SOUTHWESTERN MEDICINE 


the maximum of safety, total freedom from 
pain, complete relaxation with quiet intes- 
tines, and a minimum of hemorrhage; need- 
ing little or no artificial restraint, with a 
complete anoci-association, as detailed by 
Crile", with a simple surgical technic which 
has broadened the field of surgical endeavor 
to a marked degree, with a decrease in mor- 
tality rate, in pulmonic, cardiac and nephri- 
tic cases and in the aged and cachetic, that 
is impossible to accurately tabulate; bring- 
ing with it a smoother and less complicated 
rost-operative convalescence. 

REFERENCES 

1. Deaver, J. B., An opinion on present high 
operative mortality in acute appendicitis. S. G. & 
O., 51: 529, (Oct., 1930). 

2. Corning, J. J., Allen’s Local Anesthesia, (2nd 
Ed.), W. B. Saunders Co. 

3. Babcock, Wayne W., Spinal anesthesia; ex- 
perience of 24 years. Am. Jour. Surg., 5:571, (Dec., 
1928). 

4. Labat, G., Elimination of dangers of spinal 
anesthesia. Am. Jour. Surg., 5.537, (Dec., 1928). 

5. Pitkin, G. V., Controllable spinal anesthesia. 
Am. Jour. Surg., 5:537, (Dec., 1928). 

6. Rygh, E. A. and Bessesen, D. H., The causes 
of death from spinal anesthesia. Minn. Med., 11:744, 
(Nov., 1928). 

7. Tendler, M. J., Spinal anesthesia. Memphis 
Med. Jour., 6:143, (July, 1929). 

8. Koster, H. and Wentrob, M., Spinal anesthesia 
fatalities. Am. Jour. Surg., 9:234, (Aug., 1930). 

9. Case, J. T.. Lumbar anesthesia. Am. Jour. 
Surg., 5:615, (Dec., 1928). 

10. Jackson, A. S., Spinal anesthesia in major 
surrery. Am. Jour. Surg., 9:256 (Feb., 1930). 

11. Crile, Anico-association. W. B. Saunders Co. 
_ 12. Keyes, E. L. and McLellan, A. M., Prelim- 
inary report on new local anesthetic (nupercaine). 
Am. Jour. Surg., 9:1, (July, 1930). 





THE CLINICAL APPLICATION OF 
SODIUM AMYTAL IN SURGERY 
AND OBSTETRICS 
E. PAYNE PALMER, M.D., F.A.C.S. 


and 
DUDLEY FOURNIER, M.D., C.M. 
Phoenix, Ariz. 


(Read before the Fortieth Annual Meeting of the 
Arizona State Medical Association, held at Nogales, 
May 7-9, 1931.) 

The ideal anesthetic is yet to be found. 
Since the days of Crawford W. Long and 
Horace We'ls the medical profession has 
been busy improving methods of administra- 
tion and seeking new anesthetics. 

When one of the authors of this paper be- 
gan the practice of medicine, chloroform was 
the anesthetic most generally used and he 
read a paper on the superiority of chloroform 
as an anesthetic, before this association 
thirty years ago, which was later published 
in the New York Medical Journal. At a 
later date, ether, by drop method, became 
the anesthetic of choice and many still think 
it is our best anesthetic and, the world over, 
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its use is most general. The discomforts ex- 
perienced by the patient during its adminis- 
tration and the large amount necessary to 
produce anesthesia and relaxation in most 
cases, frequently result in post-anesthesia 
nausea and vomiting and other more serious 
complications and sequelae. All patients ob- 
ject to ether as it is usually administered. 


Realizing that, in the selection of an anes- 
thetic, the patient’s comfort and preference, 
the rapidity of induction of narcosis, safety 
during administration, and the possible 
harmful effects upon the body tissues are of 
paramount importance and in order to try 
to overcome the objection to or fear of anes- 
thesia that so many patients have, we have 
used practically all of the various anes- 
thetics as they have been proved and popu- 
larized, and, while all of them have their ad- 
vantages, we were frequently compelled to 
resort to the use of ether supplementary to 
the other anesthetics. 


For two years we have used sodium amy- 
tal or iso-amylethylbarbituric acid, intraven- 
ously, by mouth and rectum, as a prelim- 
inary medication prior to the use of various 
inhalation, local, and spinal anesthetics, and 
for one year, have been using it intravenous- 
ly and by mouth, in obstetrics. 

The increasingly satisfactory results ob- 
tained and the patients’ enthusiasm for this 
method of induced anesthesia, make us feel 
that we are justified in recommending it to 
you for your serious consideration. The par- 
ticular advantages of this form of hypnosis 
are that the patient is put to sleep quietly, 
pleasantly and rapidly in her room, thereby 
avoiding the apprehension, excitement and 
worry incident to being “taken for a ride” 
to the operating room; protection is afforded 
against the undesirable psychic effects of 
the operating room; there is absence of the 
knowledge of the discomforts caused by the 
administration of the anesthetic—most of 
our patients do not know that an anesthetic 
has been given other than the “injection in 
the vein.” It produces an oblivion from the 
time of its administration in the room and 
until three to twelve hours afterwards with- 
out added risk or morbidity. In fact, it is 
our opinion that operative and obstetrical 
cases so treated have a much smoother and 
more rapid convalescence. This is accounted 
for by the elimination of apprehension and 
induction excitement, giving a protection to 
the patient against psychic shock, and the 
usual absence of nausea, vomiting and 
straining after the operation. Patients are 
much more comfortable after its use and it 
reduces the postoperative requirements for 
morphia. Patients who have had unpleas- 
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ant experiences with previous general anes- 
thetics are pleased and enthused with the 
administration of the sodium amytal in the 
room. Its use is especially called for in nerv- 
ous and apprehensive patients and those who 
dread the anesthetic more than the opera- 
tion. 

In surgery we used nitrous oxide oxygen 
and ethylene as a supplementary anesthetic, 
but when there is to be a prolonged opera- 
tion, say an hour or more, and good relaxa- 
tion is desired, sodium amytal-ether is in all 
respects our most satisfactory anesthetic. 
There is a noticeable absence of excitement 
during the early administration of the ether 
and less than one-fourth of the usual amount 
of ether is required to get a relaxation that 
is almost equal to a lumbar anesthesia. The 
breathing is regular and quiet. The respira- 
tory rate is decreased. The pulse rate is 
increased. Sodium amytal reduces the blood 
pressure during the administration and usu- 
ally it returns to normal during the opera- 
tion. Ether increases the blood pressure 
There is usually a contraction, and frequent- 
ly a fixation, of the pupils. The color of the 
skin is normal unless too large a dose is 
given. We should endeavor to get a “bal- 
anced anesthesia,” giving just enough of the 
sodium amytal intravenously to obtain the 
desired preliminary hypnosis and _ only 
enough of the ether to produce relaxation. 
The small dose eliminates danger, gives little 
or no restlessness and a quicker return to 
consciousness. When given intravenously, 
its effects can be watched and the dose regu- 
lated so its administration stops immediate- 
ly when the patient loses consciousness. We 
never give more than gm. 1. Too large a 
dose or too rapid injection of the solution 
may produce a marked fall in blood pressure 
and cause cessation of respiration. 

It should not be given to patients in coma 
or shock, to those having diabetes, a respira- 
tory infection or obstruction, low blood pres- 
sure, generalized arteriosclerosis, nor to 
those markedly debilitated. 

We should make a careful selection of the 
cases for its use and it is necessary to real- 
ize its limitations. It is another choice for 
the anesthetist and the surgeon to aid them 
in fitting the individual requirements of a 
given patient. 

The surgical patient is told of the use and 
hypnotic effect of sdoium amytal when it is 
to be given intravenously. One hour before 
operation, atropine sulphate gr. 1/150 to gr. 
1/100 is given hypodermically to lessen the 
secretions in the respiratory tract; this is 
important. If the blood pressure is low, 
half an hour later, ephedrine sulphate, gr. 34, 
or gr. 1, is given hypodermically. The sodi- 
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um amytal should be given in the patient’s 
room, with quiet surroundings and the usual 
precautions of a general anesthetic. The 
injection of sodium amytal should always be 
made very slowly and it is very important 
to observe the ratient very closely during 
the injection and to stop as soon as the pa- 
fient is asleep. The hypnotic dose should 
do nothing more than produce a quiet, peace- 
ful sleep. The patient should never be left 
alone, after its administration, until com- 
plete consciousness is restored. While in the 
unconscious states, the patient may attempt 
to get out of bed. The most serious and 
urgent danger is from a relaxation of the 
jaw, the tongue falling back and producing 
respiratory obstruction. 

Complications following the administra- 
tion of sodium amytal are: Slow and shal- 
low breathing, delirium, restlessness, edema 
of the lungs, atelectasis and pneumonia. To 
avoid these, ventilate the lungs with a mix- 
ture of carton dioxide 10 per cent and oxy- 
gen 90 per cent before the patient leaves the 
operating room and repeat several times 
after returning to bed. Ephedrine sulphate, 
gr. *4, to gr. 1, is to be given if necessary to 
restore the blood pressure. Patients should 
be allowed to become restless and breathe 
Do not al- 


deeply before morphia is given. 
low postoperative patients to remain in one 
position too long. 

Sodium amytal administered by mouth or 
rectum, as a preliminary medication prior to 
the use of a local or spinal anesthetic, puts 


the patient in a quiet state, free from 
anxiety and cooperative in the operating 
room and reduces the toxicity of the anes- 
thetic. It is especially advantageous with 
spinal anesthesia. The patient rarely mani- 
fests any symptoms or vasomotor depression, 
so frequent’y seen without its use. Sodium 
amytal, gr. 6 to gr. 9, is given by mouth or 
gr. 12 to gr. 15 by rectum, 60 to 90 minutes 
before the patient is taken to the operating 
room. These patients have but a_vague 
memory of the operating day occurrences 
and their convalescence is smoother and is 
apt to be somewhat shortened. 

Our results in over one hundred obstetrical 
cases in which sodium amytal was used, 
were very satisfactory. Our aim was to 
abolish the pain of labor and also the re- 
membrance of it, and this was obtained to 
a marked degree. Sedatives, as a rule, tend 
to prolong labor, rather than to shorten it, 
by diminishing the expulsive forces of the 
uterine contractions. This adds to the risks 
of labor for the mother, but more especially 
for the child. We must, therefore, have a 
thorough knowledge of the action of seda- 
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tive drugs and employ only those which give 
the maximum of relief with the minimum of 
danger. The problem is intensified by the 
fact that childbirth differs from a surgical 
operation. Much depends on the tempera- 
ment of the patient, her environment, and 
her uterine contractions. The process of 
lator is prolonged in comparison with surg!- 
cal corditions and two lives have to be con- 
sidered. Some women have little or no suf- 
fering, while others under the same ob- 
stetrical conditions suffer acutely. Each 
case must be treated individually, and ex- 
perience and caution are necessary. How- 
ever, with the use of sodium amytal, labor 
is apparently shortened, owing to the great 
relaxation obtained in the perineum, and the 
risks to the child are practically nil. 

Charles M. Boucek and Arthur D. Renton, 
of Pittsburgh, have just recently published 
a very interesting article dealing with the 
effect of sodium amytal on the fetus. Their 
experiments showed that, in the white rat, 
sodium amytal passes through the placenta 
more readily in one direction than in the 
other. They state that sodium amytal 
passes with difficulty or perhaps not at all 
from mother to fetus, yet readily passes 
from fetus to mother. This experiment ex- 
plains why these babies show no signs of 
hypnosis and cry immediately after they 
are born. 

In obstetrics, we use both the capsules by 
mouth and the aqueous solution intraven- 
ously. In the first stage of labor, as soon 
as it becomes well established and the pa- 
tient is conscious of the discomfort of the 
uterine contractions, the cervix is partially 
effaced and about two centimeters dilata- 
tion, we give the patient a capsule containing 
six grains of sodium amytal. This is enough 
to produce a hypnotic effect and the patient 
sleeps between her pains. The effect of the 
sodium amytal is pretty well gone by the 
time the cervix has dilated to five to eight 
centimeters and at this time, if she shows 
signs of returning consciousness, she is 
given the 10 per cent solution intravenously. 
This is made by dissolving one gram of s0- 
dium amytal in 10 c.c. of distilled water. 
Before administering the sodium amytal, the 
ratient’s blood pressure is taken and if it is 
below one hundred millimeters of mercury, 
she is given an ampoule of ephedrine. The 
sodium amytal is administered very slowly, 
not more than 1 c¢.c. per minute and it is 
very interesting to watch the reaction. Afte 
the administration of 1 to 2 c.c., the patient 
may smile slightly and say that the effect is 
a pleasant sensation. Then after 3 or 4 c.c., 
she yawns quite vigorously and usually is 
sound asleep by the time she has had 5 to 
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6 c.c of the solution. There is no set dosage 
for the individual. Each patient is a law 
unto herself. One would be sound asleep 
with 3 or 4 ¢.c. and another would take 8 or 
9c.c. The size or age of the patient did not 
influence the dose, as some large robust 
women took less sodium amytal to produce 
hypnosis than a small thin individual. 

The fetal heart tones were unaffected and 
a large dose had no more effect than a small 
one. This coincides also with the result of 
the experiment on rats, by Boucek and Ren- 
ton of Pittsburgh. 

In multipara the average length of time, 
from the intravenous injection of sodium 
amytal until the delivery, was about one 
hour and in primipara the average length 
of time was about two to two and one-half 
hours. In multiparas, we rarely ever had 
to give any ether, but in primiparas, if the 
delivery was not effected in two and one-half 
hours after the intravenous administration, 
it was necessary to supplement the sodium 
amytal with a small amount of ether by in- 
halation just as the head was passing 
through the vulva. However, in the vast 
majority of the cases, no other anesthetic 
was necessary. The patients sleep soundly 
for several hours after going back to their 
room and upon awakening have no recollec- 
tion whatever of what has transpired and 
a'l are very enthusiastic about the effect 
produced. 

In a few cases some restlessness occurred 
w:th the pains and many of them wanted to 
turn on their side. Those who were at all 
restless were restrained with a sheet. In 
the expulsive stage it was necessary to re- 
strain the hands to prevent their soiling the 
sterile drapings. 

There was ro delay in the expulsion of the 
placenta, as all patients were given 1 c.c. of 
pituitrin immediately after the birth of the 
taby. There was no increase in postpartum 
bleeding and afterpains were only slightly 
complained of. 

Of the whole series I was fortunate 
enough to have no loss of mother or child. 
The morbidity was no more than one or- 
dinarily has when practising obstetrics and, 
taking them all in all, their convalescence 
was quite satisfactory. 

CONCLUSIONS 

In the selection of an anesthetic the pa- 
tient should be given first consideration. 
The individual requirement of the patient 
should be studied before time for operation. 

The preliminary administration of sodium 
amytal in the patient’s room prior to the use 
of inhalation, local and spinal anesthetics, 
rids him of the apprehension, excitement 
and worry incident to going to and being in 
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the operating room and the discomforts 
caused by administration of an anesthetic, 
thereby eliminating psychic shock. ' 

Intravenous sodium  amytal-inhalation 
ether is in all respects our most satisfactory 
anesthetic in selected cases for prolonged 
operations. They must be administered cau- 
t‘ously and the patient watched closely until 
full consciousness is restored. 

Scdium amytal by mouth or rectum is I1n- 
dicated as a preliminary medication prior to 
the use of local or spinal anesthetic to quiet 
the patient and counteract the toxicity of 
the anesthetic. 

Ventilation of the lungs with a mixture 
of carton dioxide 10 per cent and oxygen 
90 per cent, before the patient leaves the 
operating room and repeated several times 
after returning to bed, is a most important 
procedure after all major operations, as a 
prophylaxis against lung complications. 

The caut’ous use of sodium amytal is in- 
dicated in obstetrical practice. 

It abolishes all remembrance of labor pain 
and does not delay labor but, on the con- 
trary, seems to hasten it by the complete 
relaxation obtained in the cervix and 
perineum. 

When given to the mother, the effect on 
the fetus is apparently negative—the fetal 
heart tones are unaffected and the baby 
shows no signs of hypnosis, but breathes and 
cries normally, shortly after birth. 

DISCUSSION 
(Of papers of Drs. Burger, Kimball, Palmer and 
Fournier.) 

DR. C. E. YOUNT (Prescott, Ariz.): In the 
“Transactions of the Arizona Medical Association,”’ 
reporting the Thirteenth Annual Session, held at 
Prescott, June 1-2, 1905, you will find my report on 
“Spinal Anesthesia.” At that time we stated, “It 
is not our intention to burden you with an extensive 
review of the history of this method of surgical an- 
esthesia, but as our report is to show something in 
the way of evolution of this method and its stead- 
ily improving technic, we may be pardoned for a 
little historical retrospection,” so, after a quarter 
of a century, I should like to discuss Dr. Kimball’s 
paper in historical retrospect, again recording in 
our proceedings my personal experience with this 
form of anesthesia. 

“My first experience with this method of anal- 
gesia occurred in November, 1900, at the Columbia 
Hospital for Women, Washington, D. C., as a result, 
so to speak, of the enthusiasm gathered from the 
French accouchers who were employing it with 
success to relieve the pain of child-birth. The tech- 
nic then employed was as follows: A glass syringe 
of thirty minims capacity with glass piston, capable 
of rapid and thorough sterilization; a slender needle 
about one mm. diameter, point long and sharp, 
(common salt solution needle); one-quarter grain 
cocaine tablets; sterile water heated to boiling, in- 
to which the cocaine tablet was dropped and boiled 
for a minute ta sterilize the cocaine; this solution 
drawn into the syringe, which had been previously 
sterilized.” 

My experience at this time was limited to five 
cases. “In summarizing the results in these cases, 
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we noted that only in three was the subarachnoid 
space entered and in these the headaches super- 
vened in two cases and were of extreme severity, 
morphine alone relieving. The twitching of the 
muscles of the face and the throwing of the head 
from side to side pointed to profound centric dis- 
turbance and warranted the discontinuance of the 
method in obstetric work until some improved tech- 
nic should be evolved.” 

“In April, 1904, Dr. A. W. Morton, of San Fran- 
cisco, demonstrated before the Arizona Medical As- 
sociation the efficiency and apparent harmlessness 
of what we consider a decidedly improved technic. 

“The two new distinguishing features of this 
method are, first, that the cerebrospinal fluid 
serves as the solvent for the tropacocaine, thereby 
reducing to a minimum the danger of infection and 
avoiding increased intra-cranial and spinal pressure, 
as so often resulted in the old method when cocaine 
was dissolved in a foreign solvent, its injection be- 
ing followed by a train of unpleasant symptoms, 
viz., prolonged headaches, nausea, muscular twitch- 
ings, and toxic symptoms. 

“Tropococaine hydrochlorate of reliable manufac- 
ture is employed because it possesses less toxic 
properties than coccaine hydrochlorate. The absence 
of this toxicity, however, is found to be in propor- 
tion to its lessened analgesic power. Cocaine hydro- 
chlorate possessing greater analgetic strength, is 
more toxic, hence, its use in smaller doses, but it is 
more often the choice where operations are done 
above the umbilicus. 

“R. Klapp, Germany, in his experiments upon 
dogs, found that cocaine in an oily vehicle was 
capable of securing total anesthesia without tox- 
icity, but we have no personal experience with this 
mehtod, tropococaine being the safer in our judg- 
ment. 

“The tropococaine hydrochlorate is sterilized by 
placing the dose, grain three-fourths to grain one, 
in small glass tubes previously drawn out in the 
flame and sealed at one end, the other end being 
treated in the same manner after the tube is loaded. 
Care must be taken to have the tubes long enough, 
say three inches, so that sealing the open end will 
not subject the tropococaine to excessive heat. A 
file mark is then made a little beyond the middle 
of the tube to facilitate breaking same when want- 
ed for injection. It has been our custom to load a 
number of tubes at one time, but to sterilize just 
before use, as it is not improbable that an old ster- 
ilized product loses its analgetic properties and de- 
velops toxic qualities. (See Archives de Medicine et 
de Pharmacie Militaires—Dr. T. Caccia, translation 
by First Lieut. Sam’l. S. De Effre, assistant sur- 
geon U. S. Army, in the Journal of the Associa- 
tion of Military Surgeons, June, 1905). 

“We have tried numerous methods of steriliza- 
tion, one, that of keeping the tubes at 232 degrees 
C. for one-half hour, having been found deleterious 
to the analgetic properties of the tropococaine, and 
we believe responsible for partial results in some of 
our cases. We now place the tubes in boiling water 
for five minutes, and this has not been observed 
to impair analgesia nor has there been any mani- 
festation of toxic or septic effects. This really 
means sterilizing at a temperature of boiling wa- 
ter (a little less than 100 degrees C. in this alti- 
= the bactericidal effect of compressed 
air).’ 

At that time Captain Henry D. Thomason, M. C., 
U. S. Army, and I reported seventy-two cases op- 
erated by the Morton technic. 

I should like to quote our notes on Case 1 of this 
my second, series, because it gives the Yavapai 
County Hospital credit for our first operation; 
“Case 1-P. B., white, male, age 59; occupation, min- 
er. Diagnosis, urethral fistula membranous portion, 
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result of urethral stricture. Operation; external 
urethrotomy, May 2, 1904. Tropococaine, grain one- 
half, spinal injection, third and fourth lumbar in- 
terspace. Analgesia complete in 10 minutes. Oper- 
ation lasted one hour and ten minutes and absolute- 
ly painless. This was performed in the county hos- 
pital, which at that time possessed but primitive 
equipment. Patient held basins, trays, and so forth, 
and talked and laughed during procedure.” 

From our limited experience we were not in a po 
sition to make authoritative deductions but pre 
sented several “conclusions,’”” one of which was: 
“Operations can safely be performed upon a class 
of cases in which general anethestics are contra- 
indicated.” 

Because of the great difficulty in preparing the 
glass tubes and keeping an adequate supply of tro- 
pococaine on hand, together with the skeptical at- 
titude of my confreres, I used the method but in- 
frequently. After the World war we gave consid- 
eration to methods of anesthesia calculated to les- 
sen the risk in surgery in tuberculars. The Gwath- 
mey, ether-oil colonic, anesthesia was tried and dis- 
continued. Local and regional anesthesia were used 
where possible, with or without nitrous oxide. Spina! 
anesthesia, using novocaine instead of tropococaien, 
was revived and we are employing it today in select- 
ed cases. Our operations would exceed 350, the last 
“selected case” being eclampsia, in which it was 
the anesthetic of “choice.” The patient had a pre- 
operative blood pressure of 192, with increasing al 
bumin, casts and convulsions. 

However, I still feel as I expressed it before th« 
Medical and Surgical Association of the Southwest 
in 1921, “When you let go of the plunger, you let 
go your hold upon this type of anesthesia,’ posture 
ephedrin, and so forth, having little influence upon 
splanchnic shock. 

It is my observation that spinal anesthesia is a 
real boon to humanity; its use has well-defined in 
dications and limitations; it should not be used 
without a fair evaluation of both, then with meticu 
lous care as to technic. Research—chemical, biologi: 
and operative—is gradually contributing to its saf- 
ety, but the optimum results are a goal yet to b 
attained. 

DR. THOS. O. BURGER: I am a great enthusi 
ast for spinal anesthesia. Out of about 600 privat: 
cases which we have done, we had three failures, 
all due to faulty technic in the administration of 
the drug. The fluid was obtained from the spina! 
canal, but in the interim of dissolving the novo- 
caine the needle eye evidently slipped out of th 
arachnoid and permitted the novocaine to be in 
stilled extra-arachnoid, thus accounting for the fail 
ures. 

The word meticulous, when used in medicine, ce 
tainly should apply to the care in which spinal an- 
esthesia is administered, as well as to the manage- 
ment and control of the patient during the time of 
operative procedure and the few hours following. 
The condition which has caused most disturbance 
has been the drop in the blood pressure, which is 
strictly a mechanical or physical proposition, 01 
account of all the blood vessels being dilated below 
the anesthetized area, allowing the blood to pool 
without any contracting tone of the blood vessce! 
walls. This can be avoided if the patient is im- 
mediately placed and kept in an extreme head-down 
position. 

Some time ago we instituted the strapping of our 
pad to the table to prevent the slipping of the pa 
tient downward, and have made it a rule not to 
wait for any dressing on the puncture wound, but 
to put the patient’s feet up at once while the pa 
tient is being turned over on his back. The foot of 
the table is rapidly stuck up in the air and th 
head down in order to catch the blood before it has 
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had time to get into the dilated vessels in the low- 
er half of the body. This one fact has caused us 
to have at least fifty per cent less drop in blood 
pressure in our last hundred or two patients. And 
also, as a result of this procedure, we note that 
headaches have been very, very much less; in fact, 
we now hardly ever hear of a headache following 
our spinal anesthesias. 

Spinal gives us perfect anesthesia to do any work 
in the abdomen if the amount of spinal fluid is 
withdrawn and the proper amount of solution is 
used. Complete anesthesia and absolute relaxation 
ean be gotten for stomach resectioins, for gall blad- 
ders, and for any other work that does not require 
over an hour’s time for performance, and most op- 
erations can be done within that time. 

Dr. Beasley of Chicago, at a meeting in Oakland 
a few weeks ago, warned physicians against the use 
of spinal anesthesia on the grounds of producing a 
later degeneration of the spinal cord, and stated 
that experiments were being carried on by some 
men in Chicago with this belief in mind and would 
show some evidence of degeneration occurring in 
the dogs later on. Possibly this may be so; we have 
done 600 or more and we have seen no case follow- 
ing where there has been any suspicion whatsoever 
of injurv or damage to the cord. And it is illogi- 
eal to believe that pure novocaine crystals dissolved 
in spinal fluid, which are absorbed very promptly, 
and without touching the cord or any of its fila- 
ments, should in any way disturb the cord more 
than it does the tissues in other regions of the body. 
The illustration comparing the pain in the nerve 
from dental administration where the nerve is di- 
rectly traumatized by the needle as it enters the 
bony canal, is in no way similar to this type of an- 
esthesia. for in the dental injection the nerve itself 
is directly truamatized, but where it is injected 
into the spinal canal there should be no nerve trau- 
ma. Occasionally there may be a prick of a fila- 
ment that is felt down the foot which is usually 
not complained of afterward. In only one instance 
have we had a patient complain of it following the 
operative procedure, and that cleared uv within 
two weeks, and after two years’ time no ill effects 
have been observed. 

If spinal anesthesia is administered with extreme 
care, it is in my estimation a very safe and unques- 
tionably a most ideal anesthesia, not only from the 
standpoint of the operative procedure but also for 
the convalescent stage. Certainly postonerative 
complications are less than with any inhalation 
method in so far as gas pains, vomiting, etc., are 
concerned. 

Spinocaine, in mv opinion, is absolutely contra- 
indicated. I see no benefit whatsoever from its use. 
On the other hand, very great danger, if it is light- 
er than spinal fluid, and the patient should become 
obstreperous and sit up in an upright position. Also 
the foreign matter is undesirable in my humble 
opinion. 

Nupercaine may be of value in prolonging anes- 
thesia. However, we still feel that sninal novocaine 
is the more ideal and will give all the time that is 
necessary, for the hour that the operator requires, 
if given properly, and the procedure can be carried 
out without resorting to speed in most of our ab- 
dominal procedures. 

We know that the normal adult’s spinal canal 
holds about 10 c.c. below the danger level. and if 
novocaine dissolved in spinal fluid is not made to 
exceed that quantitv, there is practically no dan- 
ger of involving the nerve centers that control 
respiration and the heart action. Usually we give 
about 5 ¢c.c. of fluid containing 150 mgs. of novo- 
caine in the third space: sometimes the second space 
in instances where high abdominal operations are 
to he done. For anything not above the umbilicus 
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the fourth space with 120 mgs. novocaine dissolved 
in not to exceed 3 c.c. of spinal fluid, will give per- 
fect anesthesia for pelvic, appendix, and such oper- 
ations, and will last, in practically all instances, 
longer than forty-five minutes, usually one hour. 

Preliminary psychic sedatives, preferably with 
sodium amytal by mouth, with a dose of ephedrin 
in few minutes prior to coming to the surgery, will 
in a majority of instances make for ideal operative 
procedure both psychically and physically. 

DR. H. R. CARSON, Phoenix: Anesthetic agents 
are primarily used to enable the surgeon to operate 
with the least amount of shock, both psychic and 
traumatic to the patient. All anesthetic agents used 
for preliminary narcosis and as relaxing anesthet- 
ics are toxic. I feel that it is less toxic to use the 
combination of several agents, like sodium amytal 
and morphine, for preliminary, and novocaine plus 
nitrous oxide or ethylene, and lastly ether which is 
most toxic (and should be eliminated where pos- 
sible) for relaxing narcosis. Blood pressure read- 
ings during the operative period and immediately 
afterward will show the surgeon graphically on the 
anesthesia chart the proof of this statement and, 
as well, the fall in blood pressure from trauma of 
rough handling of tissue. 

Therefore, I will recommend the addition of mor- 
phine and the use of less sodium amytal than the 
intravenous doses demanded to produce sleep. Two 
capsules of 3 gr. each of sodium amytal, one three 
hours, one two hours before surgery, and at one 
hour before operation a dose of morphine. The use 
of novocaine in the pertoneum for relaxation and 
a light nitrous oxide or ethylene gas for uncon- 
sciousness. This method has been used all winter 
at St. Joseph’s Hospital in Phoenix without having 
to resort to ether for relaxation or to boost the low- 
ered blood pressure of intravenous sodium amytal. 
I agree with the writers of these papers thoroughly 
in the desire to link psychic shock and feel that pro- 
longed surgery with only local or spinal can be im- 
proved by the suggestion regarding preliminary nar- 
cosis in the room, and I know that the gentle hand- 
ling of tissues, in which we all know Dr. Palmer 
has masterly technic, can eliminate the last men- 
tioned most toxic agent,—ether. 





SUCCFSSFTIT. TREATMENT OF ECZEMA, 
ANGIONEUROTIC EDEMA. URTICARIA, 
PRURITIS. ETS... BY DIFTARY REGULA- 
TION AND DIGESTANTS. 
ORVILLE HARRY BROWN, M.D., PH.D., F.A.C.P., 
Phoenix, Arizona. 


(Read before the Fortieth Annual Meeting of the 
Arizona State Medical Association, held at No- 
gales, May 7-9, 1931.) 

The purpose of this paver is to show that 
eczema and allied conditions may be treated 
successfully by dietary regulation and the 
use of digestants. The theory which forms 
the basis of the work is outlined in order 
better to present the principles of treatment. 
Twelve typical cases are briefly described. 

Though the number of cases is not great, 
I deem it my duty to make this report; a 
part of dermatology is reclaimed for internal 
medicine. 

Eczema, angioneurotic edema, urticaria, 
pruritis, and so forth, result from food sensi- 
tization. It a'so appears to me that certain 
cases of herpes, of acne, and even of psoriasis 
may have as a basis a food factor, perhaps 
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a sensitization. The typical manifestation 
of a skin lesion form of sensitization appears 
to be pruritis. 

In order to get results with severe cases, 
a physician will need to have assurance and 
a great deal of ingenuity. Therefore my 
theory should be understood. Many of the 
observations on the vagaries of these con- 
ditions seem to fit nicely into the theory; it 
has helped me to know. what to expect and 
predict under various conditions. 

The theory has been discussed in previous 
publications; it is presented here in outline: 
Protein or split-protein reaches the tissues; 
the toxic portion of the molecule is liberated ; 
it is produced faster than destroyed; there- 
fore, it irritates and inflames the skin or 
another tissue of the body. An oversupply 
of split-protein in the tissues results from 
too free a supply by way of the alimentary 
canal, or from too slow a destruction in the 
tissues, or both. 

The supply of split-protein is from inade- 
quate digestion, overloading of normal diges- 
tion, or too rapid absorption from the ali- 
mentary canal, or all three. The cause of 
too slow a destruction can only be due to the 
lack of certain enzymes or antibodies. 

The causes, direct and indirect, of inade- 
quate digestion are numerous and need to 
be analyzed for each individual case. The 
outstanding factors are: Absent or low gas- 
tric aciditv (common in sensitization cases), 
perhaps diminished pepsin, inadequate pan- 
creatic digestion, too rapid eating, poor mas- 
t'cation, uncooked or poorly cooked food, eat- 
ing when nervous or excessively tired, and 
focal infection of nose, pharynx, teeth, gall- 
bladder, appendix, and so forth. Overtaxing 
of the digestion comes from overeating of 
food in general or of any one food—too much 
at one time or too frequently. 

The fcods to which one is most likely to 
be sensitized, experience leads to to conclude, 
are th°se which are most difficult of diges- 
tion — uncooked foods for example — and 
which have been the most contacted, espe- 
cially when digestion is at low ebb. There- 
fore, it is usually the food of which a person 
is the most fond which will be found to be 
the chief offender. Dr. T. A. Glenn called 
my attention to the tendency to develop 
sensit‘zations to a food or foods on which 
ene is fed during protracted illness. 

Multiple sensitization is the rule. There is 
usually one food or a few foods to which one 
is high’y sensit'zed and many to which he 
is slightly sensitized. It is for this reason 
that elimination of reacting foods is difficult. 

My scheme of treatment of a case of skin 
pithology. suspected of being due to food 
sensitization, is commonly as follows: Such 
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of the principles given above as seem to ap- 
ply to his case are carefully explained to the 
patient. He is then given a typed sheet of 
diet instructions. 

The one I now use reads as follows: 

1. Number of calories recommended . 
The intake of food must be reduced to a min- 
imum. 

2. Have a wide variety of food stuffs for each day 
and vary them from day to day. 

3. Have all foods—even lettuce, celery, and so 
forth—cooked; except citrus fruits, which should 
be taken as strained juice. Boiled foods ar. 
preferable to fried. 

. For severe cases, vegetables should be pureed 

5. Use no pepper nor other condiments. 

. Vegetable soups are highly recommended. 

. Cheeses are thought usually to be excellent sub 
stitutes for meats and eggs. : 

. Eat three meals daily, one about same quantity 
as another. 

. Have meals at regular hours. 

. Never over-eat. 

. Eat slowly and masticate thoroughly; 
teeth in good repair. 

. Make it a practice to take small bites only. 

. When tired or nervous rest one-half hour befor« 
dining. 

. Keep an accurate diary of foods eaten and of 
symptoms. 

5. All foods suspected of increasing symptom: 
should be omitted from the diet for one or more 
months. 

3. All feods which have heretofore been favroite 
articles of diet, and wheat, onions, chocolate, 
lettuce, celery, tomatoes, bananas, and cabbage, 
should be specially studied to determine if the) 
cause an increase of symptoms. 

In addition, citric acid, 20 to 30 grains, is 
prescribed in a full glass of water to be 
sipped with each meal or piecemeal. Phos- 
phoric, hycrochloric, or acetic acids may be 
used in place of citric. 

The patient is instructed to report ever} 
few days, with a diary of the foods he has 
eaten and of his symptoms. If his improve 
ment is not sufficiently rapid, those foods 
which are suspected of being the most likel) 
causes of his trouble are eliminated. In case 
of still no improvement, other foods are elim 
inated and perhaps those first eliminated are 
allowed. The dosage of citric acid may be 
doubled to see if more acid is beneficial. 
Tancreatin with or without acid may bi 
triel. The possibility that citric acid might 
aggravate his trouble is kept in mind; and 
on the slightest suspicion dilute phosphoric 
acid usua'ly is substituted for it. 

The food-addition method, described sev 
eral years ago, is occasionally most helpfui. 
A food must be found to be started with 
which has no bad effects. Buttermilk i 
often satisfactory. After a few days other 
catily diges*ed foods are added, one at a 
ime. Each is studied for its effects. Thos: 
causing trouble are eliminated. 

Those who do not get complete relief fron 
the procedures outlined are tested for their 
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reactions to the individual proteins. Foods 
which produce definite skin reactions, or 
which by the diary are definitely proved to 
cause trouble, are eliminated from the diet 
for at least four to six weeks. They are then 
allowed occasionally in small amounts. If 
they cause trouble they are again eliminated 
for another four to six weeks. Such react- 
ing foods should never again be eaten in 
large amounts. The same should, however, 
be said of any food. 


The early cases of food sensitization re- 
spond ordinarily with astonishing prompt- 
ness to this plan of treatment. Those of 
longer standing clear up slowly and must 
have their treatment followed up with great 
strictness over a long period of time, often 
for several months; foci of infection, espe- 
cially in severe cases, should be removed— 
with caution. 


Skin lesions are often complicated by bac- 
terial infection, which should have appro- 
priate treatment. Then, too, food sensitiza- 
tion may follow the use of antiseptics upon 
the skin. A too liberal use of antiseptics for 
skin lesions is to be guarded against. The 
patience and ingenuity of both the patient 
and physician will be sorely taxed with many 
of the severe cases. 


Case No. 1 was a two-year-old child with a mild 
spotty eczematous rash, nearly general over the 
body, which had endured for about four months, in 
spite of careful treatment. The family physician 
had realized that food was the etiologic factor and 
had changed the diet in various ways, without ben- 
efit. Citric acid was prescribed to be taken in water 
with all food. A complete recovery was made in 
the course of a week, and a few days later the acid 
was discontinued. The result in this case was un- 
usually prompt and satisfactory. The child, how- 
ever, has occasionally had slight relapses and should 
be given acid whenever it has colds or conditions 
which might lead to digestive deficiency. 


Case No. 2 is an adult female, who scratched her 
elbow; an infection developed; antiseptics were ap- 
plied; the infection soon was cured, but a pruritic 
weeping lesion appeared and gradually spread up 
and down the arm from the elbow. After several 
weeks of treatment, it was still gradually spread- 
ing. The arms and upper chest developed large 
areas of weeping eczema, in spite of treatment. She 
was given the sheet of diet instructions and citric 
acid. After two to three days, the improvement 
being slight, the dosage of citric acid was doubled. 
Improvement was not sat’sfactory after another two 
to three days, and she was put upon a buttermilk 
diet, with about 20 grains of citric acid to each 
glass. Recovery was rapid and, after two days of 
buttermilk alone, she increased her d‘et—first with 
soups, then gruels, well cooked vegetables, fruits 
and other articles in turn, which it was thought 
would be easy for her digestion to handle. After 
two weeks she was well and was on a normal dict, 
but continuing the acid. An inference in this pa- 
tient was that the antiseptic helped in some way 
to precipitate the eczema. The value of the food- 
adcition method is displayed in this history. 
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Case No. 3 is another person in whom a liberal 
use of antiseptic seemed to be responsible for a food 
sensitization man‘festation. A mild infection, prob- 
ably staphylococcic, invaded the beard of a man who 
had been subject to pruritis and, rarely, urticaria, 
of the hands, and pruritis and eczema of the anus. 
Following the use of an ammoniated mercury oint- 
ment on the neck, urticaria of this region developed. 
Careful diet and the use of citric acid promptly 
cleared up the urticaria of the neck and controlled 
the pruritis of the hands. The use of cod liver oil 
and malt has been decidedly beneficial to the 
pruritis of the anus. Pancreatin was repeatedly 
tried for the pruritis of the anus, wtihout apparent 
benefit. This man has repeatedly observed that 
eating hurriedly, or when too tired or nervous, may 
cause a slight amount of pruritis even though citric 
acid is taken. 


Case No. 4, previously reported, is mentioned 
briefly to emphasize that the use of a digestant 
may not always be necessary, but nevertheless is 
usually helpful. A dentist, for three yeas, in spite 
of all sorts of treatment, had had an eczema of a 
dry, scaly type, on his left index finger. By means 
of the skin tests, the causes of his trouble were 
eliminated so that he was soon completely recov- 
ered. It was not long, however, before there was 
a slight return of the trouble, probably because he 
was not sufficiently strict with his diet. About that 
tire, the idea of digestants as an important aid in 
such ceses had been developed. He was given hy- 
drochloric acid and promptly recovered and has re- 
mained well to date, a period of about four years. 
He then remembered that he had had eczema as a 
toy and that his country physician, on being con- 
sulted thereover, prescribed hydrochloric acid for 
him. He went for years with no trouble. The 
physician said that he thought the trouble was from 
the stomach. This patient takes acid occasionally 
whenever he is not feeling well, especially if he 
has the least pruritis. 


Case Ne 5 has had eczema of the hands for three 
years. She f'nally, after months of spasmodically 
following the regime above outlined, reached a nor- 
mal condition. Then came a cold and a relapse. 
The bacterial poisons from the upper respiratory 
tract reached the stomach, it seems, with a depress- 
ing effect upon the digestion. The split-proteins 
as a consequence accumulated in the blood and 
caused a return of the eczema. The bacterial pro- 
teins rossibly may have a direct part in the pathol- 
ogy of eczema. We are endeavoring to get her well 
of antrum infection. Her hands are clear now. She 
has been instructed to double her dosage of acid 
with her next cold and to decrease the amount of 
her food. She has found that she cannot even handle 
a numker of foods, among which are oranges, po- 
tatoes and tomatoes. As she is a woman of high 
intelligence, she will learn to keep herself prac- 
tically, if not entirely, well. 


Case No. 6 is a woman with dry scaly eczema of 
11 years’ duration. Regulation of her diet and the 
use of citric acid effected a cure of her condition 
in bout two weeks’ time. She has noticed that raw 
lettuce aggravates her condition, whereas cooked 
lettuce does not. 


Case No. 7, previously reported, was a case of ex- 
tremely severe eczema covering the entire body. 
I'e had every possible sort of treatment for nine 
months and steadily grew worse. By skin tests, 


ecreful diet regulation, much scolding, and many 
admonitions, he finally completely recovered. It is 
certain the use of acid would have made his cure 
much easier. 
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Case No. 8, with weeping eczema and angioneuro- 
tic edema, began in October of 1929, with small 
pruritic areas on the dorsum of the feet, which 
changed rapidly into weeping eczema. The con- 
dition spread until the legs, thighs, trunk up to the 
waist, the arms, the ears and the face were in- 
volved. The itching became intolerable. Enormous 
angioneurotic edema areas with large blebs, devel- 
oped on the legs, which were nearly double normal 
size. Many of the areas became seriously infected. 
In addition he had asthma, nasal infection and 
polypi. Job’s was relatively a life of supreme 
happiness. He had the advantage of expert and 
nervous treatments, all of which were of little or no 
effect. He even had three x-ray treatments of the 
entire body with good result he thinks only upon the 
ankles. The remainder of the body was not bene- 
fited. He had made improvement due, he thinks, 
entirely to his own efforts at dieting himself. At 
the time I was first consulted there was no marked 
swelling except of the face; the arms and Ieégs 
were raw surfaces; one side of the face was so 
swollen that he had no vision of that eye. Diet 
regulation and phosphoric acid have been persisted 
in for four months and, except for slight pruritis 
and slight thickening of the skin in a few areas, 
he is well. Citric acid seemed to aggravate his 
symptoms and for this reason phosphoric has been 
used. His asthma has been improved at times—but 
slightly as compared with the skin lesions. We 
have worked constantly upon his nose. Polypi have 
been removed and the antra and other sinuses have 
had constant treatment. The use of bile salts in 
this patient seemed to do definite good. The bile 
salts were in combination with mild laxatives. Just 
what produced the good we have not determined. 
He is now practically well after four months’ 
treatment. 


Case No. 9 was a woman with general urticaria 
of four weeks’ duration. She was given citric acid 
and general principles regarding diet. It required 
three to four weeks of diet changes and continua- 
tion of acid to cure the urticaria. She has had no 
return in over two years. 


Case No. 10 was a man with a giant urticaria of 
a year’s duration. Three times he had been tem- 
porarily cured through dietary regulation. Each 
cure was followed in a few weeks by a relapse. 
The lesson to be learned from these relapses was 
that he continued on the diet on which he had ob- 
tained relief. By continuing too long on any article 
or artciles of food, one’s blood may become filled, 
it seems, with the split-proteins of those foods. 
His diet was changed, giving him as wide a variety 
as possible at the time, citric acid was prescribed 
and in a remarkably short time, about 10 days, he 
was well and has continued well ever since—now 
six months; as he understands the principles in- 
volved he should have no serious trouble in the 
future. 


Case No. 11 had angioneurotic edema of the 
hands, arms, and feet. It was of but a few days’ 
duration when first seen. Regulation of the diet, 
coupled with the administration of acid, effected a 
cure in about one week. He has had no return. 


Case No. 12 had pruritis and eczema of the 
vulvae and vagina for eight months. The food- 
aaa method and the acid afforded prompt re- 
ief. 


I have now treated 22 cases of extremely 


severe eczema, urticaria or angioneurotic 
edema. There have been a much larger num- 
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ber of mild cases. One case of severe eczema 
I saw only once in consultation. Two other 
cases of eczema, one of 17 and the other of 
44 years’ duration, though definitely im- 
proved, are not ready to be reported. The 
other 19 have been cured, or practically so, 
and give promise of permanency. This does 
not mean that they will not have relapses; 
but care to the diet and the use of digestants 
shou'd control the conditions. 

Persons with extremely low gastric acid- 
ity will probably need to take acid with food 
throughout life. Others will have to take it 
whenever experiencing unusual stresses and 
strains. 

CONCLUSIONS 

1. Eczema, angioneurotic edema, urticaria 
and pruritis are commonly due to food. 

2. The theory advanced is that there is 
deficient digestion and deficient metabolism, 
so that the blood becomes surcharged with 
split-protein products. 


8. Cutting the patients off the foods of 
which they eat the greatest amounts, sub- 
stituting foods not ordinarily eaten, having 
all foods exceptionally well cooked, and ad- 
ministering aids to digestion, usually citric 
acid, will cure most, if not all, of the cases, 
if persisted in a sufficient length of time. 

4, Persons with low gastric acid may have 
to take acid and should be careful of their 
diets indefinitely ; in fact, all persons should 
have well regulated diets. 

5. The reason for using citric acid is that 
it is easier to take than hydrochloric acid 
and seems usually to serve equally as well. 


DISCUSSION 


DR. C. W. BROWN, (San Diego): Dr. Brown’s 
paper is worth a great deal of consideration and in 
fact he has so simplified the allergic treatment by 
giving lactic, phosphoric or hydrochloric acid in a 
glass of water three times daily, that we need not 
worry any more about the future with these al- 
lergic conditions. However, I fear that all of these 
cases cannot be so treated with such excellent re- 
sults as Dr. Brown has given in his case reports -in 
this paper. Practically no allergic child is free 
from some nasal symptoms. One child may have 
a hay fever or asthma and next attack may be 
abdominal symptoms presenting all the symptoms 
of appendicitis. In my opinion many a child is 
operated for appendicitis when it is this hyper 
sensitiveness to proteins. 

While in a well known allergist’s office some 
few weeks ago, his own child was given candy with 
some nuts in it and immediately, that is within a 
few hours, became ill with nausea and vomiting, 
swelling of the pharynx and irritation of the entire 
gastral tract and diarrhea. Adrenalin hypoder- 
mically and soda enemas gave immediate response, 
with three or four days required for the child to 
recover. 

I feel that we must continue to test these people 
with the scratch and intradermal tests instead of 
trying to clear them all with food addition or food 
elimination diet and acids, as Dr. Brown has so 
elegantly described in his paper. 
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EL PASO’S HISTORY OF WEED 
ERADICATION RELATIVE TO 
HAY FEVER 
MRS. J. A. RAWLINGS, 

Chairman of the Weed Eradication Committee of the 
Women’s Auxiliary to the El Paso County 
Medical Society, 

El Paso, Texas. 

Russia, the most talked-of country today, 
has unconsciously succeeded in putting over 
on our country one of its worst pests,— 
the tumble weed,—which is the “Russian 
thistle.” The story goes that in a shipment 
of grain from Russia was a new kind of 
seed; some of the grain was sown in New 
Jersey, and there appeared the Russian 
thistle which grew rapidly and, like a huge 
ball, it has tumbled its way from the Atlan- 
tic to the Pacific. Hay-fever is everywhere 
prevalent as never before, due largely to this 
weed and many other weeds, plants, and 
grains, which give forth pollen; also face 
powder and certain foods will cause hay- 
fever in some people. 


Two medical experts, after a survey of El 
Paso, said that 80 per cent of the hay-fever 
here could be prevented if tumble weed and 
pig or careless weed were eradicated, the 
former prevalent from May till frost, the 
latter from August to frost. Earlier in the 
season the pollen from cottonwood trees 


causes trouble; also pollinating Bermuda 


grass. The tumble weed is our worst of- 
fender in the early summer. In appearance 
it is very attractive; no hard prickers when 
small; it starts with a tap root producing 
tiny pointed branches, the size of the lead 
in a pencil and of a grey green color that 
deepens with age. It branches irregularly 
resembling the sprengenic fern; it grows to 
be a huge bush, three to five feet high be- 
coming round and brown in the fall. The 
wind severs its tap root and it begins its 
tumbling journey, scattering thousands of 
seeds. It has been estimated that an aver- 
age tumble weed matures 40,000 seeds. 
Think how much public health work you do 
when you pull one weed. Its mission is to 
prdouce pollen readily carried through the 
air, and therefore readily causing hay-fever. 
A disease so common, we think of it as we 
do a cold, but a most distressing disease pro- 
ducing real suffering; it causes a feeling of 
depression that makes life seem not worth 
the living. Hay-fever lessens resistance and 
depletes the system so that other diseases 
follow. Little children are among the great- 
est sufferers. An attack may begin early in 
the spring and last till frost. One often be- 
comes totally unfit for work. 

In 1924, the El] Paso Herald advocated a 
weed eradication campaign. In March, 1927, 
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Dr. George Turner talked before the 
Woman’s Auxiliary of the E] Paso County 
Medical Society on the cause of hay-fever 
and its menace to health. He stated that he 
had talked before every organization in 
town and had not yet succeeded in getting 
anything done. It was determined to do 
something. The newly installed president, 
working through her strong executive com- 
mittee appointed speakers to talk before all 
organizations of men and women possible, 
explaining the need for weed eradication and 
the 89 members of the Woman’s Auxiliary 
asked people in the homes to free their yards 
from weeds and to clean vacant property. 
The response was gratifying. The school 
children were asked to pull tumble weeds and 
rewards were offered. In three days 250,000 
weeds had to be paid for and we were forced 
to pay our depts with public contributions. 

Mr. H. D. Slater, editor of the Herald, put 
on a fine publicity campaign, designating one 
of his best writers to the job. The result 
was excellent. In fact, the articles attracted 
the attention of our President of the 
Woman’s Auxiliarv to the State Medical So- 
ciety and she had her secretary send clip- 
pings to the various medical auxiliaries in 
Texas. We succeeded in getting the co- 
operation of the El Paso County Medical 
Society, the Chamber of Commerce, the 
Board of Health. the city schools, the rail- 
roads and the many organizations of the 
press. Representatives from the above or- 
ganizations, together with those from eigh- 
teen women’s organizations were asked to 
meet with the City Council. Our Mayor, 
Mr. Thompson, saw the need for weed erad- 
ication and did all in his power. There was 
no budget. 

The various departments cooperated. Dr. 
McCamant, for the El] Paso County Medical 
Society, proposed an ordinance sponsored by 
Drs. Rawlings and Brown of the Board of 
Health to fine property owners who did not 
clean lots. In 1929 another ordinance was 
passed taxing property. and that is now in 
force. There was a splendid spirit of co- 
operation and Dr. Outlaw, City Health Of- 
ficer, put through a fine piece of work. 

Favored by dry weather and cleaning of 
tumble weeds there was very little hay-fever 
tl! Avgust when much rain brought forth 
the careless or pig weed in great profusion 
ard there was much suffering. This weed 
has various names and came from Europe 
to Canada and the United States. In 1928 
the City Counci] budgeted twelve hundred 
do'lars for weed eradication. In April the 
Woman’s Auxiliary asked cooperation of the 
City and Health Departments to put on a 
short educational campaign. The city prop- 
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erty was pretty well cleaned in the early 
summer but the twelve hundred dollars did 
not last through the season. Those not af- 
flicted with hay-fever did not see themselves 
as “their brother’s keeper.” In August the 
pig or careless weed became rampant and 
there was such a flood of hay-fever that 
there were thousands of cases; those who 
could left town, some not to return. The fol- 
lowing year (1929) the budget was increased 
by one thousand dollars and the city offered 
to clean property at one dollar per lot. Many 
sent checks, 5,000 lots were cleaned. Real 
estate men and railroads cooperated. 


This last year of 1930 the work was better 
organized with a Weed Eradication Depart- 
ment. The weather was dry and the com- 
bination was like preventive medicine. Few 
people got hay-fever. As usual, the rains 
brought forth the pig or careless weeds and 
they were cut. For the first time the city 
had the appearance of being cared for, 
though not half of the lots were free from 
weeds. Example has been a strong influ- 
ence in homes. A lady said she was the 
first to clean her place of weeds; the next 
vear two did likewise and now the whole 
block is beautifully kept. We are proud of 
the last year’s report; over 10.000 lots were 
cleaned. It shows fine cooperation and work. 
To Dr. Outlaw great credit is due. The press 
has shown the finest spirit of helpfulness. 
Dr. Turner reports that since this work on 
weed eradication not only are there fewer 
cases but they have been less severe and 
where asthma was frequent it is now rare. 
This year promises the most luxuriant crop 
of hay-fever weeds ever known, already 
many people are afflicted. The weed eradi- 
cation department is doing fine work. No- 
tices have been sent to nearly all vacant 
property owners and many checks received 
to pay city for cleaning lots. Many people 
are cleaning their own property. The city 
has twenty-five men working every day on 
city property and vacant lots. A big factor 
now is the pollinating Bermuda grass in the 
yards of residences, and a notice is being 
distributed by the Boy Scouts, reading: 


“PERSONAL NOTICE WEED ERADICATION 


The Mayor of El Paso and the Board of Health, 
with the help of the Woman’s Auxiliary to the El 
Paso County Medical Society, who for the past five 
years have stressed weed eradication and through 
the cooperation of the Boy Scouts of America, do 
hereby give notice, in accordance with an ordinance 
passed by The City Council on May 9, 1929, owners 
and occupants of real estate are required to eradi- 
cate and destroy hay-fever weeds, notably tumble, 
pig and careless weeds and to cut Bermuda grass 
often enough to prevent seeding. Good citizens do 
not have to be compelled to obey city ordinances. 
This notice is handed to you in the interest of sev- 
eral thousands of hay-fever sufferers in El Paso. 
The Health Department reports that 20% of our 
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population suffers from hay-fever; not only adults, 
but children. One’s efficiency is cut from 15% to 
50%; sometimes totally. You can greatly aid in re- 
ducing this suffering by cooperating. If everyone 
occupying or owning property will attend to its 
need the problem is solved. Prove your loyalty to 
=! Paso and help make your City clean and health- 
ul. 

The Mesilla Agricultural College is now 
experimenting by spraying weeds. We tried 
burning but now our faith is in the man with 
the hoe and the Fire Department burns the 
pile. The Woman’s Auxiliary has a standing 
committee of fifteen to assist in every way 
possible with this work. Recently a talk 
was given over the radio by a member. This 
is a big problem but much progress has been 
made, and this year promises greater co- 
operation. 

Some citizens are making contributions to 
poppy seed. The Garden Club and Woman’s 
Department of the Chamber of Commerce 
are planning to beautify the vacant lots. 
Just as a home, by its cleanliness and beauty 
reflects the character and ideals of those 
who live there, so a city by its cleanliness 
and beauty .reflects the characteristics and 
ideals of its citizens. We hope in time to 
have the most beautiful and cleanest city in 
the Southwest. 





A CASE OF AN ACUTE DESTRUCTIVE 
PROCESS OF THE LIVER OF 
UNKNOWN ORIGIN 


S. H. NEWMAN, M.D., 
El Paso, Texas. 


(Presented at El Paso City-County Hospital Staff 
Meeting.) 


M. R. A., Mexican girl, age 3 yrs., 7 mos.; born 
full-term pregnancy, normal delivery, weight at 
birth 6% lbs. Threeolder children and one younger 
living (ages: 9 yrs., 7 yrs., 5 yrs., 10 mos.). One 
child dead. This last was the first born and died at 
age 15 mos. of summer diarrhea. Mother has had 
no miscarriages and both parents and all other chil- 
dren are apparently in best of health. 


Child was nursed at the breast till 2 years of age 
but after the first year had been fed other things. 
Never seemed rachitic. Started walking at 15 
months and did not start talking till past two. All 
the children were late in learning to talk. When 6 
months old, had thrush that lasted about a week 
At six months of age had measles; at eleven 
months whooping cough, lasting three months, for 
which she received eight injections of vaccine 
Summer before last had a little diarrhea, lasting 
but a few days. Other than this, the child was nev 
er sick, always was bright and playful and always 
had a good appetite. Never had snuffles nor ski! 
eruption, and physical development seemed to b: 
normal in every respect. However, child was a dirt 
eater, eating plaster off the wall or dirt off th« 
floor and sidewalk—having no particular preference 
as to kind. Never had any swelling of limbs or bod) 
and no nervous disorders were ever noticed. Sleep 
was always ,peaceful. Three months ago she had a 
severe scare caused by a dog jumping on her, be 
came very pale and almost collapsed, but in a few 
hours all this seemed to have passed away and sh« 
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was again about her play. Bowels were always 
regular. 

The mother, who seems to be a fairly intelligent 
woman, insists that the child was perfectly normal 
up to nine days before her death; also, that during 
her illness she had no fever. She first noticed that 
something was the matter with her on March 5th,— 
child seemed to tire easily, playing a little and then 
coming in to lie down. This seemed rather unusual, 
as she had always been full of energy and never 
seemed to know when to quit playing. It was also 
noticed now for the first time that her eyes were a 
little jaundiced. But, as she seemed to have a good 
appetite and her bowels were normal, and as she 
did not complain, the mother did not think very 
much of it. The next two days she acted about the 
same. On the night of the third day, however, her 
abdomen became very distended and child seemed in 
misery, thrashing around and jumping out of bed 
and crying out, but not seeming to be in pain. Was 
given a laxative which acted well, and she got easier, 
Next day she was up and playing about as usual, 
tiring easily, though, as on the previous day. That 
night (Sunday) her abdomen again became dis- 
tended, and she acted as she had on the night be- 
fore. She improved with castor oil and an enema. 
That morning, however, and the one following, she 
complained of nausea, and vomited several times. 
After this she never vomited any more. On the 
9th, 10th and 11th, she was up at her play, tiring 
easily as before, but having no trouble at night with 
her abdomen. On the night of the 11th she again 
became distended and complained for the first time 
of pain (epigastric). She refused food and begged 
for much water. Was seen by a doctor who pre- 
scribed calomel. She tossed about all that night, 
till 4 o’clock in the morning, when she went into a 
coma and remained in it till she died, approximate- 
ly 24 hours later. During these intervening days, 
her mother states that she had no fever, that her 
skin had become moderately jaundiced, that her 
stools were constipated, bowels moving only with 
enemata or laxatives, and that her urine was very 
highly colored. 

I saw her for the first time about eight hours af- 
ter she had lapsed into a coma. By pressing deeply 
in the epigastrium, she was caused to arouse a lit- 
tle, as if that caused her pain. Knee reflexes were 
rresent but sluggish. Had partial angle clonus. No 
Babinski, no Kernig, and no neck rigdiity, was pres- 
ent. Superficial abdominal reflexes were unobtain- 
able. No eye phenomena were present (pupils par- 
tially contracted and responded to light sluggishly). 
Two or three ecchymotic spots half an inch in di- 
ameter were noted over both shins. Abdomen was 
moderately distended but soft. Could not obtain 
liver area dulness. There did not seem to be enough 
distention to account for this. There were many 
rales in both lungs, indicating a beginning broncho- 
pneumonia. Spleen, just palnable. Rectal tempera- 
ture was 98; pulse, 140; respiration, 34. General 
appearance was that of a well-nourished child. Skin 
and sclera were distinctly, but not deeply jaundiced. 


Sent her to the City-County Hospital with a diag- 
nosis of jaundice with coma—type and cause unde- 
termined. At the hospital she was examined by Drs. 
Barrett, Black, Safford, Rennick, Cummins, and 
the internes. all of whom were at a loss to account 
for her condition and all of whom seemed to agree 
on the marked diminution of liver area dulness. 
Blood count and differential were normal, urinalv- 
Sis negative except for the presence of bile-nigment 
svinal fluid was not under pressure and was revort- 
ed negative with a negative Wassermann first, but 
later (after several days) the technician stated that 
there had been a mix-up in the Wassermann and 
that this spinal fluid was 3 plus positive. A blood 
Wassermann and blood culture, unfortunately, were 
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not made. However, a test of both parents made 
later showed a negative blood Wassermann. Other 
tests such as search for leucin and tyrosin crystals 
in the urine, and so forth, were not made, due to the 
short stay in the hospital. Eye grounds were nor- 
mal. Her temperature remained around 98.6. She 
died the following morning at 3 o’clock, having been 
bed-ridden less than 36 hours. 

The diagnoses considered were congenital anom- 
aly of the biliary passages, drug intoxication, mal- 
ignancy, and catarrhal jaundice which had over- 
stepped its mark and passed into the stage of acute 
yellow atrophy. Congenital anomaly we thought 
unlikely on account of age and absence of previous 
attacks. Malignancy, while possible so acute, we 
thought unlikely, because we should expect a large 
liver, other signs, and so forth. Drug intoxication 
could be eliminated only ky a careful history, but 
even then we were not certain that the child had 
not picked up something from the floor or street 
and eaten it without its mother’s knowledge. The 
mother denied that the child had been taking medi- 
cines of any kind. Banti’s disease and Gaucher’s 
were easily ruled out on account of age, short 
course, no previous history of illness, absence of 
liver dullness, and apparently but moderately enlarg- 
ed spleen. Cirrhosis was not considered on account 
of the history of a very short course, the absence 
of previous digestive upsets, and the absence of 
ascites. Syphilis, other than cirrhosis, would prob- 
ably take the form of a gumma, and a gumma, we 
thought, should give us an increased area of liver 
dulness rather than absence. The three things 
against acute yellow atrophy were, first, its rarity, 
especially in children; second, the absence of in- 
tense vomiting and delirium; and, third, the fact 
that the jaundice was of only a moderate degree. 

However, we were not hide-bound in our belief 
that the liver was greatly atrophied simply because 
its area of dulness was diminished or absent. We 
bore in mind the possibility of its being obscured 
through intestinal distention—being rotated on its 
axis away from the wall. 

We were inclined to think that acute yellow atro- 
phy was the nearest approach to the true diagnosis 
of all the possibilities considered, although it was 
not a clear-cut picture of atrophy. 

At the autopsy, performed by Dr. Willis W. 
Waite, all the tissues were found intensely jaun- 
diced, much more so than the condition of the skin 
would indicate. A terminal bronchopneumonia was 
found in the lungs. Intense ecchymoses were pres- 
ent in the mediastinum, epicardium, and serous sur- 
faces of the abdomen. The spleen presented no 
marked gross changes. The liver was yellow, some- 
what smaller than normal, hard, and not of a 
wrinkled appearance. However, the body had been 
embalmed 10 to 12 hours, which may have had some- 
thing to do with the hardening. On sectioning, the 
liver presented a washed-out appearance, studded 
with numerous bright vellow nodules, size of a pea. 
that protruded from the cut surface. The kidneys 
were apparently normal. The rest of the findings 
were negative. The skull was not opened. 

Dr. Waite’s diagnosis, after microscopic study, 
was acute cirrhosis (non-syphilitic). 

Threugh the courtesy of Dr. J. Mott Rawlings, a 
portion of the liver along with a history of the case 
was sent to Dr. W. G. MacCallum of Johns Hopkins. 
Also. through the courtesy of Dr. W. A. Guynes, a 
similar portion and history were sent to Drs. Duval, 
Tanford. and Lawson, of Tulane. Their replies. 
though at variance, were extremely interesting and 
instructive. I wish to take this occasion to express 
my avpreciation to them for their kindness in tak- 
ine the time to study the specimens and giving us 
their opinions. 

Dr. Lawson wrote, “Such a marked cirrhosis is 
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seldom seen, especially in a child, and in a patient 
with symptoms of such short duration. We are all 
of the opinion that such a marked proliferation of 
connective tissue, causing the increase in number 
of the bileducts, with the perivascular lymphocytic 
infiltration, the small amount of irregularly ar- 
ranged and degenerated liver tissue, and the areas 
of necrosis, could best be explained by a diagnosis 
of congenital syphilis. This opinion is substantiat- 
ed by MacCallum in his Text-book on Pathology, 
which gives an identical illustration of the lesion 
presented. It might interest you to know that we 
are using the tissue to obtain a set of slides to il- 
lustrate the condition for the Sophomore class in 
Pathology.” 


Dr. MacCallum wrote, “The liver shows the most 
extreme destruction I ever saw. It is not, however, 
a perfectly acute process. The masses of recogniz- 
able liver tissue that remain, and show as yellow or 
green nodules, are almost entirely necrotic, but the 
intervening tissue, which is so collapsed and which 
does not show any liver cells, does contain great 
numbers of bile ducts, which must have grown af- 
ter the destruction and absorption of the liver tis- 
sue from those areas. Of course, some bringing 
together of original bile ducts might occur, but 
these look pretty new, as though sprouting, and 
might contain mitotic figures as they did in the 
case I reported in the J. H. H. Reports many years 
ago. 


“Certainly some violent destruction must have oc- 
curred sometime before the child’s death. It resem- 
bles the effects of salvarsan but you give no his- 
tory of that. We have had many cases in which 
the exact nature of the poison could not be learned 
and call them vaguely acute yellow atrophy. It is 
a confession of ignorance. I think it may perhaps 
be caused by some violent infection but prefer to 
believe it an intoxication. Is it possible that some 
poor gin or whiskey fell within reach of the child?” 


Dr. MacCallum’s report was in the form of a per- 

sonal communication to Dr. Rawlings, as was Dr 
Lawson’s to Dr. Guynes. 
_ This case was of particular interest as it was 
similar in a great many respects to a case report- 
ed by me as acute yellow atrophy in 1928 in South- 
western Medicine.* 

* Newman, S. H.: A Probable Case of Acute Yel- 
low Atrophy, Southwestern Medicine, Vol. mal., 
Page 95, March, 1928. 
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Dr. Charlies Armstrong, Surgeon U.S.P. 
H.S., Washington, D. C., discussed “Post- 
Vaccination Encephalitis.” He stated the 
exact nature of this encephalitis is unknown. 
About 44 cases have been reported and 
about 77 cases of post vaccinal tetanus. They 
don’t know why the cases occur, nor how 
‘o prevent it and said some of the cases may 
*e coincidental. 

Dr. William S. McCann, of Rochester, New 
York, discussed “The Many-Sided Question 
of Protein in Nephritis.” Protein has been 
withheld from. patients to the point of pro- 
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ducing nutritional edema. Many think the 
only way to reduce the albumin in the urine 
is to withhold protein from the patient. If 
the patient does not get protein in his food, 
he will rob it from his tissue. The nitrogen 
balance must be enough to equal the needs. 
With acute fever, toxic destruction of pro- 
tein is great. If we reduce the salt and in- 
crease the water, urine quantity may clear 
up the urea. Urinray globulin reduces the 
amount in the blood and this must be re- 
placed by food or the body tissue will be 
consumed. Hematuria may be diminished. 
Albuminuria may be increased. Regenera- 
tion is shortest when on a meat diet in 
nephrosis. Patients retain nitrogen; only a 
small portion is in the blood, the other is 
held in the tissues and causes edema. The 
kidneys play an important part in the main- 
tenance of an acid base balance. Failure 
of this fucntion increases the amount of 
acid in the urine. Protein destroyed makes 
a great difference. Liver in sufficient 
amount for blood building may injure the 
kidneys. The Eskimo gets 40 per cent of 
his energy from protein. When the kidney 
is injured, protein may be spared by increas- 
ing the fats and carbohydrates. Protein 
deposited in the tissues makes no demands 
on the kidneys. 


Dr. Haven Emerson. New York, Professor 
of Public Health Administration, College of 
Physicians and Surgeons, Columbia Uni- 
versity, discussed “The Influence of the 
Practitioner of Medicine in Guiding the 
Public Towards Health.” He said that Pub- 
lic Health established itself in this country 
between the years of 1850 and 1900. Dur- 
ing that time it had to do only with the 
control of communicable disease and that it 
lacked the support of authority and funds, 
but with the establishment of the National 
Tuberculosis Association they began educa- 
tional work and that it has been largely 
through the agency of lay organizations that 
this work was started. In 1922 the Na- 
tional Health Council began advocating peri- 
odic health examinations. The first motive 
for these examinations was the early dis- 
covery of tuberculosis. Many people coming 
for an examination to see whether they are 
tuberculous, found that they were not but 
they had other troubles of which they knew 
nothing. He stated the influence of pre- 
ventive medicine is at its best in the special- 
ty of obstetrics and pediatrics. That much 
has been accomplished in prenatal care of 
the mother, reducing the number of still- 
born babies and the amount of ill-health in 


the mother after labor. The pediatrist gives 


the greatest health service in taking care of 
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the well baby and in developing and keep- 
ing him well—not so much in treating dis- 
ease aS in preventing disease. In but few 
cities are there any but Jennerian vaccina- 
tions required at the present time. He stated 
that the health officer operated now under 
political supervision, insecure tenure of of- 
fice and with small amount of funds. He 
stated that the influence of the practitioner 
in guiding the public to health is as yet very 
unevenly applied and it will not be until 
vhysicians begin to feel themselves, that 
health can be secured and disease prevented, 
instead of treated, that we will begin to get 
results. 


Dr. Felix J. Underwood, Jackson, Miss., 
gave a paper on “The Proper Relations be- 
tween Practicing Physicians and Health Of- 
ficers.” He said that the members of the 
medical profession have interested them- 
selves in good government especially with 
relation to health. That health education 
was like Christian education—a real job and 
that the lack of information is the cause of 
strife. Medicine fills a public relationship 
and, at times, the good of the individual 
must be submerged to the welfare of many. 
He stated, even the physician is not informed 
as to the means of prevention; that the pub- 


lic health worker must educate the physician 
as well as the laity and that the medical pro- 
fession has suffered much at the hands of 


bad health officers. At times there is di- 
vergence of opinion between the medical pro- 
fession and health officers. Preventive 
medicine has taken a broader phase in recent 
years. The physician will make the next 
generation stronger, physically, than this 
one, if we all work together. 


Dr. Winford H. Smith, Baltimore, Director 
of Johns Hopkins Hospital, spoke on “The 
Hospital—Its Relation to the Community 
and to the Medical Profession.” He stated 
that the hospitals of the United States were 
valued at over three billion dollars and that 
the annual maintenance of these hospitals 
was over nine hundred million dollars. We 
are building new hospitals at the rate of 
about two hundred million dollars annually 
and the hospitals take care of over twelve 
million patients a year. He stated that the 
cost of service in many hospitals and medical 
care is free and that he felt the patients 
should pay something. That free service in 
dispensary and diagnostic clinics is not yet 
a menace. In Philadelphia 40 per cent of the 
hospitals were free and 35 per cent were 
free in New York. Forty-three per cent of 
the money for operating hospitals comes 
from outside sources and seven per cent 
from public funds. Many hospitals have no 
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endowments. He stated the present system 
of managing hospitals is not sound. Illness 
is given as the cause of dependency in forty 
per cent of the cases cared for. The special 
nurse increased the cost of hospital care 
greatly. Out of one hundred million dollars 
for medical care, the physician received 27 
million; nurses received 17 million; dentists 
received 13 million, osteopathists received 3 
million, hospitals 16 million and the drug- 
gists 22 million. The need was not for more 
beds or doctors, but better coordination of 
all interested in furnishing better hospital 
service and medical care. 


Dr. George E. Follansbee, Cleveland, Ohio, 
spoke on “The Profession and the Public.” 
He said the complaints of the profession 
with regard to the laity were all published 
in the medical journals; the public’s com- 
plaints with regard to services and condi- 
tions of medical practice were published in 
the lay press. The public did not read the 
medica] journals and the doctors, to a large 
extent, did not read the lay press so that 
neither side really understood the complaints 
of the other. The great cry is, medical at- 
tention costs too much; it costs too much to 
raise a family. The impression is the in- 
competence of the general practitioner. 
Most people think he can only direct them 
to a specialist. He can no longer take care 
of that pathological entity—a well baby and 
obstetrics has been put in the class of the 
physiological process. Dr. Follansbee stated 
no man should put himself up as a specialist 
until he has had special courses and prepared 
himself for that specialty. Specialists who 
are not prepared will often over charge for 
their services and pay commissions to get 
patients. This is not true in small com- 
munities, but it is true in large cities. The 
specialist should return to the family physi- 
cian, the patient referred to him as soon as 
his special work is done. He also stated 
many of the older practitioners are suffer- 
ing from an inferiority complex, forgetting 
their experience fits them more adequately 
for their work than a recent graduate. How- 
ever, we must provide medical care, at costs 
that the public is able to pay, but much of 
the increased cost is demanded by the public 
themselves as many people seek the aid of 
specialists when their family doctor would 
do them more good and that they often go to 
the wrong specialist and then have to go to 
another, thus the costs are pyramided. 
Specialists are now divided on a basis of 
anatomical fields. Much of the work that 
surgeons now claim could be done just as 
well by the general practitioner. A survey 
made in one large city showed 28 per cent of 
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the doctors were full specialists; 37 per cent 
part specialists, paying particular attention 
to a certain field and, 35 per cent were gen- 
eral practitioners. He said it was absolutely 
impossible for the public to support an army 
with so many generals. Too high fees or 
too low fees are both bad. Obstetrics is cost- 
ing too much, but the mother is encouraged 
to believe she could not have a baby without 
a specialist, whereas it is difficult to see the 
necessity for a high-priced specialist where 
he can be called on the phone while nurses 
and an intern watch the case through all the 
progress and get the specialist there in time 
to tie the cord. The average general prac- 
titioner is trained to do a large part of the 
work specialists do. The diagnostic costs 
are too high and tests have been multiplied 
until we are bewildered. They all cost money 
and if they are necessary, they should be 
done but they should not be made unless 
necessary. The public also complains of 
passing patients from one doctor to another. 
This should only be done when it is neces- 
sary. The physician is the guardian of the 
patient’s health and of his pocketbook and 
that trust should never be violated. It is up 
to the medical profession to get together and 
correct these causes of complaint so that we 
can go to the public with clean hands. 


Charles F. Craig, Colonel U. S. Army, 
Washington, D. C., gave a paper entitled 
“Complement Fixation in the Diagnosis of 
Amebiasis.” He stated, the idea that ame- 
biasis was limited to the tropics has led the 
world astray. In 1891 Dock demonstrated 
that amebiasis is not a tropical disease; it 
is found in all parts of the world. Whether 
the endameba histolytica can live in the in- 
testines without invasion of the tissue is not 
yet known, but we do know that it often does 
invade the tissues. A diagnosis by finding 
ameba in the stools is worthless as the end- 
ameba histolytica is the only pathogenic 
member of the ameba family. Complement 
fixation in 110 proven cases was positive in 
93. This reaction will become negative after 
treatment in from five to sixty days. The 
antigen used is alcoholic extract. The tech- 
nic is such that it can only be used in a 
laboratory where a competent protozoologist 
and serologist is available. It cannot be used 
generally as yet but he hopes to work it out 
so that it can be generally used. The test 
does not give a reaction in other conditions. 


Dr. Harold L. Amoss, Durham, N.C., spoke 
on the “Treatment of Recurrent Erysipelas.” 
He said relapses are not uncommon in ery- 
sipelas and at times it may look as though 
the erysipelas is about well when it flares up 
again. When this occurs, sinusitis or hemo- 
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lytic infection should be suspected. He re- 
ports a case of a girl who was given serum 
but on the eighth day the disease flared up 
again. Serum was again given and strepto- 
coccifound. Again she was almost well when 
on the twenty-seventh day it flared up again 
and she was given serum. In eighteen hours 
she had another chill and was given another 
injection of serum and this time she got well. 
Recurrent erysipelas in the leg belongs in 
the class of cellulitis. Another case of a pa- 
tient who had erysipelas and got almost well, 
then came in with a relapse; he was given 
more serum and the swelling went down but 
developed cellulitis ; he left the hospital in six 
weeks, well, but came back after three weeks 
with another flare-up. He developed an ab- 
scess under the middle toe. This was opened 
and drained and he was given another in- 
jection of serum. This time he got well and 
stayed well. Cases of recurrent erysipelas 
on the feet were usually found on patients 
who had an epidermophytosis on the foot 
and through the lesions on the foot, the 
streptococcus entered the tissues causing 
the relapses. Aside from the serum treat- 
ment, this fungus must be treated also. His 
method was to wash the foot twice a day 
with alcohol and dust with a starch made up 
of salicylic acid, thymol iodide, boric acid 
and starch. In treating both conditions he 
was able to get rid of the trouble. 


Dr. Francis G. Blake, New Haven, Conn., 
discussed “Observations on Pneumococcus 
Type III Pneumonia.” He stated, this is a 
coccus which lives in the mouths of many 
individuals and in many cases causes no 
harm whatever. It is a less common type of 
pneumonia and more fatal than other types. 
Type III is much more frequent in the aged. 
It is a winter disease and almost never oc- 
curs in the summer. In a series of cases he 
found 25 per cent mortality among the right 
sided cases; 37 per cent among those of the 
left side and 77 per cent among the double 
cases. In the short cases the fever went 
down by crisis; in the long cases, patients 
recovered by lysis. Positive blood cultures 
are not common in type III. Bacteriemia is 
rare and if it does develop, it is late. The 
high mortality in this type of pneumonia 
is due to the fact that it is more common in 
the old age group. The predisposing causes 
are acute respiratory infections, alcoholism 
and other chronic diseases. 


Dr. Jesse L. Bollman, Rochester, Minn., 
discussed “Experimental Pathology of the 
Liver.” His experiments were made on dogs 
in which the liver was removed. They de- 
veloped hypoglycemia and died unless glu- 
cose was given. They could be kept alive 
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quite a while if glucose was supplied. Re- 
generation is prevented by contractions of 
cicatrical tissue which reduces the blood sup- 
ply. Cirrhosis does the same thing. Can 
produce cirrhosis by performing cholecys- 
tenterostomy and infection travels in this 
manner to the liver tissue. Cirrhosis can 
also be produced by the introduction of 
chemical irritants such as carbon tetra- 
chloride. We get no symptoms in animals 
until] 90 per cent of the liver is destroyed, 
so an individual can lead practically a normal 
life with an enormous amount of the liver 
destroyed. Hepatic function tests based on 
carbohydrate elaboration are not dependable. 
Most of the tests have a definite value if 
all conditions are met. Most tests used de- 
pend on excretion. The dye tests are val- 
uable; however, the last word on liver func- 
tion tests has not been spoken. Ascites oc- 
curs spontaneously in animals with extensive 
damaged livers. Animals with damaged 
livers who have been fed on carbohydrates 
and then switched to meat will develop 
ascites. This will disappear by returning to 
a carbohydrate diet. A carbohydrate diet is 
essential to animals with damaged livers. 
Dr. Albert M. Snell, Rochester, Minn., dis- 
cussed the “Clinical Aspects of Portal Cir- 
rhosis.” He said there was a large amount 


of liver damaged before ascites developed. 
In hepatic insufficiency and portal cirrhosis, 


the end results are the same. Fifty per 
cert of cirrhotics are alcoholics but only five 
per cent of alcoholics are cirrhotics. Alcohol 
does not act directly. It may increase the 
permeability of the gut to the end that 
poisons enter more readily. In the relation 
of cholecystic disease and syphilis there is 
a relation but it is not definite. Enteric 
fever and parasites have an effect and also 
the toxemia of pregnancy. Toxic agents act 
for a long time more or less continuously. 
Successive hepatic lesions occur’ before 
ascites. The pre-ascitic stage is usually long 
and ascitic stage is short and is usually the 
finale. Duodenal ulcer is common in cases 
of cirrhosis. Spleen enlargement is rare. 
After the diagnosis is made, there is not 
much to do. Hernia is very frequent in 
cirrhotics. Blood urea and sugar are nega- 
tive. Dye tests are more reliable than any 
other. Hemorrhage usually comes from the 
esophagus and prognosis is bad. He does 
not advise active treatment and said “Why 
should we trouble with strong and violent 
remedies those whose lives we are trying 
to preserve.” Do not restrict fluids and give 
intravenuous glucose. Early diagnosis is 
valuable. He advises paying more attention 
to the liver and less to the ascites. 
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Dr. Balduin Lucke, Philadelphia, Pa., dis- 
cussed “The Morbid Anatomy of the Dia- 
phragm.” He said that primary tumors of 
the diaphragm are very rare but secondary 
tumors very common. Carcinoma, sarcoma 
and tubercles are all common. Myositis 
may accompany erysipelas or form an exten- 
sion of neighboring inflammation. These 
conditions are almost never diagnosed except 
at autopsy. 

Dr. Alexius M. Forster, Colorado Springs, 
Colo., discussed “Heliotherapy” and had sev- 
eral reels of motion pictures showing his pa- 
tients taking heliotherapy and showing the 
results of treatment. He showed cases of 
gland tuberculosis, bone tuberculosis, pul- 
monary tuberculosis, fistulae, kidney, tu- 
berculous peritonitis and also patients tak- 
ing the sun’s rays by a system of mirrors 
drawing the sunlight into the larynx. 


Dr. William Carpenter MacCarty, of 
Rochester, Minn., gave a paper on “Patho- 
logical Classification of Goiter and its Clin- 
ical Significance.”’ He classified them as fol- 
lows: Normal thyroid, nodular thyroid, 
hypertrophic thyroid, and hepertrophy due 
to colloid material in the acini and hyper- 
trophy to the increased epithelium in the 
acini. The first type is associated with 
symptoms of the toxic goiter. Give iodine 
and the columnar type of epithelium disap- 
pears and then we get the acini filled with 
colloid material. Again in the nodular type 
the acini are separated by loose connective 
tissue. Some acini are normal, some large 
and some are small. The surrounding tissue 
gave the same picture as the non-nodular 
type. The nodular adenomatous with and 
with hypertrophy. We also have carcinoma, 
sarcoma, epithelioma and tuberculoma of 
the thyroid. Goiter, during the last twenty 
years, has increased alarmingly. Colloid 
goiter has not increased during the past 
twenty years, but all other types have. 

J. P. Anderson, Cleveland, Ohio, “The Use 
of Quinidine Sulphate in the Treatment of 
Cardiac Irregularities Due to Hyperthyroid- 
ism.” He said that quinidine sulphate has 
earned a place in the treatment of auricular 
fibrillation. Prognosis depends on_ the 
length of time and general condition. He 
begins giving quinidine sulphate three or 
four days after operation and gives five 
grains every four hours day and night. If 
the pulse becomes regular, he stops giving 
it; if irregular on the second day, give five 
grains every three hours and if the pulse 
stays irregular the following day, give it 
every two hours for another twenty-four 
hours. Most cases will clear up before the 
fourth day on this treatment. If the irregu- 
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larity of the pulse does not clear up before 
the fourth day, discontinue the quinidine 
sulphate and often the pulse will become reg- 
ular after you have stopped the use of the 
drug. Auricular flutter is rare. Quinidine 
sulphate is a very useful drug and the time 
for its use is a few days after operation. 

Dr. Frank A. Hartmen, Buffalo, N. Y., 
discussed the “Vital Hormone of the Ad- 
renal. Cortex.” In his experiments, a cat 
with the adrenals removed was kept alive 
268 days by the use of suprarenal extract 
and died when the extract was discontinued. 
The extract will keep cats and rats alive in- 
definitely after they have had the adrenals 
removed. A man was brought in who was 
comatose; he could not keep awake and 
cortin fixed him up. He went home well and 
later suffered another breakdown and again 
cortin made him well. This extract works 
best if given every six hours. In cases of 
asthenia after infections, especially diph- 
theria, cortical extract peps them up. As- 
thenia following scarlet fever is benefited 
in the same way. With the use of cortical 


extract you can treat and detect adrenal in- 
sufficiency. 

Dr. David Preswick Barr, St. Louis, dis- 
cussed “The Relation of Parathyroid Glands 


to Calcium Metabolism.” Removal of the 
parathyroid glands results in tetany. An up- 
set in the calcium metabolism causes exces- 
sive calcemia and a reduction of calcium in 
the bones results in the formation of large 
cysts in the bones. Hypercalcemia increased 
the calcium excretion. Von Recklinghausen’s 
disease is due to the increased function of 
the parathyroids and can be relieved by the 
removal of the parathyroids. Tumors in the 
region of the~parathyroids have been pal- 
pated but to say whether they were of thy- 
roid or of parathyroid origin is impossible, 
therefore, the level of serum calcium is the 
best evidence of parathyroid disease. Vio- 
sterol] has an action very similar to that of 
parathormone. Tetany following parathy- 
roidectomy can be controlled by ergosterol. 
A lack of vitamine D produces the same ef- 
fect. Parathyroidism influences the level of 
the serum calcium and this is the best index. 
These changes are effected by vitamine D or 
parathormone. 

Thomas B. Futcher, Baltimore, discussed 
the “Etiology and Treatment of Diabetes 
Insipidus.” Some mechanisms control the 
water metabolism in the body. The first 
conception was that it was due to the disease 
of the pituitary and the second that it was 
in the tractus periopticus. Quite a number 
of cases of polyruia have been reported in 
connection with injury to, or neoplasms in 
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or near the pituitary and others in the hy- 
pothalamic and infundibular regions. There 
is a definite tract from two nuclei in the 
floor of the fourth ventricle. From these 
nuclei come the fibers which come down 
from the infundibulum and it is believed that 
the centers which control the water meta- 
bolism are located in these nuclei in the floor 
of the fourth ventricle. This tract prob- 
ably explains why polyuria followed disturb- 
ances in this region and that any injury to 
any part of this tract may produce polyuria. 
Pituitrin helps in some cases. 


Dr. Frank A. Evans, Pittsburgh, discussed 
“Metabolic Factors of Value in the Treat- 
ment of Obesity.” He said that a properly 
balanced diet is safe. Adequate protein 
must be given and acidosis must be kept in 
mind. The menu is one gram of protein and 
twenty-five calories of carbohydrates per 
kilo. Fats less than 25 grams. One hun- 
dred and eighty-seven patients on this diet 
lost on an average of thirty-seven pounds at 
the rate of three and one-half pounds a 
week. Thyroid is not indicated unless there 
are definite symptoms of thyroid insuf- 
ficiency. Hunger disappeared within seven 
days. Cases of hypothyroid tendency were 
given small doses of thyroid extract. In 
most cases it was unnecessary. 


Dr. Chas. W. Barrier, Fort Worth, Texas, 
discussed “Tachycardia; Its Etiology, Prog- 
nosis and Treatment.” Tachycardia may 
come on abruptly and pulse rate may in- 
crease on account of exercise or excitement 
or a fast sinus rate and it may change to 
auricular fibrillation. The treatment is to 
remove the cause. In some cases, iodine, 
thyroidectomy, digitalis or calcium chloride 
are given. One-half of the cases were re- 
lieved by quinidine; he gave six to twenty- 
one grains daily and gave digitalis over a 
period of from two to four years. He re- 
ported a case, who, when first seen, had a 
pulse rate of 255. He gave him eight c.c. of 
digitin intravenously and in 15 minutes the 
pulse rate came down to 120. In another, 
the rapid pulse was brought down with 
quinidine. In a third case, which was nodal 
tachycardia, the pulse rate at 8:25 a.m. was 
255. Patient was given digifolin, four doses 
at ten-minute intervals, and at 9:00 a.m. the 
pulse rate had dropped to 180. Case 4 had 
a rate of 195 and was given digitin, 4 c.c. and 
the rate dropped to 110 in forty-five min- 
utes. In case 5 the rate was 190 at 11:50 
a.m. Patient was given 12 cc. digitin in 
four doses and an hour and ten minutes later 
the pulse rate had fallen to 50. In another 
case the attack was arrested with digitin, 
digifolin and quinidine. 
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Dr. Ray M. Balyeat, Oklahoma City, spoke 
on “Allergic Migraine.” He said the protein 
cause of hay fever and asthma is well known 
and that many allergic cases suffer from 
migraine. In a series of several hundred 
cases of migraine, he found that thirty per 
cent of the cases showed evidence of mi- 
graine before ten years of age; thirty per 
cent before twenty years of age; twenty-five 
per cent before thirty years of age; twelve 
per cent before forty years of age. Seven 
per cent of the people in the United States 
suffer from migraine and these people have 
a high 1.Q. An attack usually comes on, 
first with a period of depression followed by 
mental hyperactivity; a good appetite, then 
they have a “druggy” night’s sleep and get 
up in the morning with a beginning aura 
or vertigo, scotoma, photophobia, pares- 
thenia, motor aphasia, hemicrania which 
may be bilateral or unilateral, emesis, 
vasomotor exhaustion and polyuria. Mi- 
graine, asthma and hay-fever run in fam- 
ilies according to the Mendelian law. Adren- 
alin will control an attack of migraine just 
as it does asthma or urticaria. Epilepsy is 
also sometimes allergically related. Attacks 
are associated with fatigue, physical inertia, 
thyroid dysfunction, genito-sexual symp- 
toms, disturbances of the special sense and 
exciting causes. There are theories about 
endarteritis vasomotor spasm, vasomotor 
dilatations and endocrine dysfunctions, espe- 
cally pituitary but no definite pathology has 
been demonstrated. Prognosis as to life is 
good. The treatment is to reduce the food, 
place the patient in a dark room. Drugs are 
useless. 

Dr. W. Howard Dickson, Toronto, Canada, 
discussed “Colonic Changes in Chronic Ar- 
thritis.” In cases of intestinal stasis, fecal 
matter lies in the bowels for several days. 
This facilitates the absorption of toxins. 
Lane’s theory is combated by many. Ar- 
thritis may be secondary to focal infections 
but intestinal stasis was given as the cause 
by many. Many cases are found to have 
been on diet deficient in vitamine B. This 
type of diet develops an atonic and length- 
ened colon. He had x-ray pictures showing 
colons of this type and when the patients 
were put on a diet rich in vitamine B, the 
bowel returned to normal appearance with 
accompanying relief of the arthritis. He 
does not consider the colonic condition, how- 
ever, as the primary cause of the arthritis, 
but indicates the general condition. Crowd- 
ing of vitamine B seemed to relieve both 
phases of the picture. 

Drs. Stewart R. Roberts and Roy R. 
Kracke, Atlanta, Ga., discussed “Agranulocy- 
tosis; Its Classification with Cases and Com- 
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ments Illustrating the Leukopenic Trend 
from 8000 Blood Counts in the South.” They 
cited the case of a strong man who has been 
perfectly well, then he began to feel tired, 
had fever and sore throat the next day, and 
in eight days he was dead. This is a con- 
dition that is different from anything that 
we know at the present time. The authors 
believe that the origin of this disease is in 
the bone marrow and that the patient is in 
the third stage before he feels any symp- 
toms and summons aid. The absence of 
granulocytes from the blood stream for over 
six days is incompatible with life. Those 
who live long enough to develop sepsis or 
have cold abscesses offer the best prognosis 
as this sepsis stimulates the production of 
granulocytes. The authors believe this to be 
a clinical entity. Very little is known of 
leukopenia or granular cells. It may be that 
they are the chief source of immune bodies. 
They classified the cases as acute granu- 
lopenia, acute agranulosis with sepsis, acute 
recurring agranulosis with the granulocytes 
showing an acute drop and this is an un- 
charted sea. The case he cites was of a 
man 51 years of age, in good health, who 
began having spells of sleeplessness and just 
did not feel good. This attack lasted four 
days with a recurrence in two weeks. The 
granulocyte count was 1400 when it should 
have been 5000. Acute agranulopenia is the 
first step toward agranulosis. Is it a dif- 
ferent condition, or is it a different stage of 
the same condition? The fall of the granu- 
locyte count causes symptoms. A _ child 
eighteen months of age was acutely ill, the 
fourth day had a rash and the temperature 
dropped and it made an immediate recovery. 
Does the leukocytosis of meningitis account 
for the enormous strength of these people 
in this condition and the leukopenia with in- 
fluenza explain the feeling of extreme lassi- 
tude, tiredness, and complete inertia. Sternal 
pincture in these cases showed the marrow 
diseased. The blood count showed incomplete 
white cells undergoing degeneration. Sev- 
eral names have been suggested for this con- 
dition, but the authors favor “agranulosis.” 

Dr. Richard A. Kern, Philadelphia, Pa., 
discussed “Diet as a Factor in the Etiology 
of Anemia.” He stated the red cells and 
hemoglobin content of the blood are main- 
tained under adverse circumstances. That 
the blood will rob the tissue in order to keep 
these up. Anemia results from dietary 
causes when an improper diet is practiced 
for a long time. Anemia occurs in babies 
kept on milk too long. Physicians should 
study the dietary habits of their patients. 
Seventy-five per cent of the cases of severe 
anemia give a definite history of a diet in- 
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sufficient in vitamines, also a diet deficient 
in red cell and hemoglobin forming material. 
Anemia in a baby fed on goat’s milk is likely 
due to the action of some fatty acids and a 
change to cow’s milk alone allows the anemia 
to clear up. There are probably many po- 
tential pernicious anemias that have not yet 
developed. The highest rate in Germany oc- 
curred in 1923 when food was scarce over 
there and at that time they had eight times 
as many cases of pernicious anemia as they 
had in 1908 or as they had in 1926 when 
food was again plentiful. He reported the 
case of an Irishman who had been a vege- 
tarian. Finally he decided not to eat any 
vegetables that had been nourished by fer- 
tilizer from animal sources and he had been 
living on practically nothing but boiled po- 
tatoes. He came in with his legs swollen, 
nutritional edema, jaundice, vision failing— 
extreme pernicious anemia. He was put on 
a diet rich in eggs and milk and picked up 
immediately. This food was disguised but 


when he found out what they were feeding 
him, he left the hospital and went back home 
to his own diet and died within a short time. 
His conc'usions were that anemia from diet- 
ary causes results only when the patient has 
been on bad diet for a long period of time. 


Dr. Chester S. Keefer, Boston, discussed 
the “Anemias Associated with Gastro-Intes- 
tinal DisorJers; Clinical Considerations and 
the Value of Iron in their Treatment.” We 
have anemia associated with chronic dysen- 
tery. These cases, of course, are due to the 
restricted diet and usually clear up as soon 
as the patient gets back on a regular diet. 
In anemia of hookworm disease the cause 
is obscure. These cases recover without re- 
moving the worms and liver and iron work 
well in these cases. In ulceration of the in- 
testines and tuberculous enteritis the anemia 
results from disturbance of the nutrition and 
on account of the diet. 


Dr. Cyrus S. Sturgis, Ann Arbor, Mich., 
discussed “Clinical and Experimental Ob- 
servations on the Treatment of Pernicious 
Anemia with Ventriculin and with Liver Ex- 
tract.” He stated every case of pernicious 
anemia had functional impairment of the 
gastric mucosa and achlorhvdria. Not all 
patients survive gastrectomy long enough to 
develop anemia. He believes that in per- 
nicious anemia it is not altogether the ab- 
sence of hydrochloric acid but the absence 
of an unidentified enzyme which causes the 
anemia. Ventriculin is stomach tissue desic- 
cated and defatted by benzine. Amount given 
is generally ten grains daily for every one 
million deficiency in the red cells. When 
the blood reaches a normal level, give a 
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maintenance dose of ten grams two or three 
times a week. This can be easily given either 
in tomato or orange juice. Ventriculin gives 
about the same cure as liver. He showed 
a chart of fifty patients who had made an 
average gain of twenty pounds in nineteen 
weeks. Ventriculin will not stand heat. 
Mucosa and muscles of the stomach wall act 
equally well. He believes the material is 
soluble, but is not sure as yet. It fails in 
case the diagnosis is incorrect and it fails 
with acute infections. Treatment will fail! 
on inadequate dosage or inactive prepara- 
tion; also fails with gastric retention. 


Dr. George R. Minot, Boston, and William 
B. Castle, Boston, discussed “The Adequate 
Treatment of Anemia.” Removal of the 
cause is the first thing, and correction of 
defects in the diet of the individual depends 
not on liver and ventriculin but in getting 
at the difficulty you cannot explain. In 
kidney complications, if you do not get re- 
sults on regular dosage, double the dose. 
Maintenance varies widely and a rise in hy- 
drocholoric acid and red count alone do not 
determine the dose. The patient himself 
can tell you whether he feels well or not. 
Symptoms are important as also any labora- 
tory experiments. Arteriosclerosis is a fac- 
tor. In the liver extract there is at least a 
45 per cent loss. The older the individual, 
the greater the arteriosclerosis and they 
need more, perhaps double the amount. 
Palsy is better treated by large amounts, 
never simply a maintenance diet, but enough 
to make ratient feel good. When hemo- 
globin goes up to 70, add iron and it will go 
up to 80. The iron is good in case of high 
color index. After intercurrent disease, if 
the hemoglotin goes down, give iron and the 
color index goes up. Achlorhydria may be 
present in secondary anemia. The action is 
more than putting iron into the bood, it also 
has an effect on metabolism. In giving 
iron, give 350 milligrams in acid medium in 
a soluble form as citrate or iron and am- 
monium citrate. Give it constantly and 
keep it up or a relapse is bound to occur. 
Whole liver in large amounts is better than 
any extract. Iron will do all that liver will 
do in secondary anemia but you will get bet- 
ter results if you add liver. Anemia often 
comes from an unfit diet. Study previous 
diets and you may find the cause, but diet 
alone will not correct it; iron may help and 
liver gives additional help. Liver will give 
a rise in hemoglobin. In a case which was 
on iron alone and not improving, he added 
liver and patient showed immediate improve- 
ment. Use green vegetables and vitamines, 
but by all means treat the patient as a whole. 
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CASE OF ONE YEAR’S INTERMITTENT 
EPIGASTRIC PAIN 


(Diagnostic Discussions) 


Case No. 16492,, Case Records of Massachusetts 
General Hospital, from New Eng. Jour. of Med., 
Dec. 4, 1930, p. 1163. 

Case History 

A Canadian woman forty-two years old, an at- 
tendant nurse, entered May 26 complaining of in- 
termittent pain and soreness in the pit of the stom- 
ach of a year’s duration. 

Since the onset she had had five or six attacks 
similar to the present one lasting from one to three 
days. The present attack began eight days before 
admission, with sharply localized epigastric pain be- 
ginning half an hour after luncheon, gradually in- 
creasing in severity and passing off somewhat lat- 
er. Forthree days she hadthis pain off and on, with 
no apparent relation to meals. For the past five 
days it had been constant, although it varied some- 
wha tin intensity. It was accompanied by cutaneous 
soreness. When it was worst it went straight 
through to the middle of the back and extended a 
short distance along the costal margin on each side 
in front. When most severe it was griping and 
her stomach felt distended. She had stayed in bed 
for the past five days because the pain was less 
when |she was quiet. Nothing gave relief except a 
hot water bottle and soda. The latter she took in 
such quantities that it causde vomiting. In the 
past five days she had taken little except rice, cream 
and weak tea. On two mornings she had felt slight- 
ly nauseated, but had had no vomiting except 
when she induced it. During the past few months 
her weight had fallen from 127 pounds to 116 and 
she had lost appetite. She thought there had been 
some mucus in her stools during the past few days. 

The family history is not significant. 

At eighteen she had an attack of rheumatic fever. 
At twenty she had three severe hemorrhages from 
the lungs and her sputum was repeatedly positive 
for tuberculosis. She spent a year and a half at 
Saranac. She had been “cured” for four years. 
Sixteen years before admission, after six months of 
indivestion and a severe attack of pain, her gall 
bladder was drained. Six months later it was re- 
moved. Ten years before admission her tonsils and 
adenoids were removed because she had many colds 
and sore throats. She had had no sore throats since 
that time. Nine years before admission her appen- 
dix xwas removed. About that time she began to 
notice increasing dyspnea on exertion, slight non- 
productive cough, and frequent palpitation even 
without exertion. For the past three months she 
had been taking digitalis. For six months her men- 
strual flow had been less. The last three periods 
had come at intervals of fourteen to eighteen days. 

Clinical examination showed a well-nourished 
woman lying in bed, quietly complaining of pain. 
The skin was lightly sallow, the mucous membranes 
pale. There was visible arterial pulsation in the 
neck and a palpable impulse in the suprasternal 
notch. There were scars of old tuberculous glands 
on the right side. The apex impulse of the heart 
was felt in the fifth snace 10.5 centimeters to the 
left of midsternum and one centimeter to the left 
of the mideclavicular line. The left border of dull- 
ness was 11 centimeters to the left. The rhvthm 
was regular, the action strong. There was a short 
soft murmur prolonging the first sound, best heard 
at the hase. The pulmonic second sound was dis- 
tinet. The aortic second sound was replaced bv a 
harsh blowing murmur extending into diastcle but 
starting before the pulmonic second was heard. This 
was heard all over the precordia, best in the aortic 
area. The blood pressure was 160/20. There was 
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Corrigan pulse. Pistol shot was heard over the 
arteries. The upper half of the abdomen was full, 
somewhat tense and very tender. Deep pressure in 
the right flank caused pain in the midepigastrium 
and also to a much less degree in the left flank. 
The tenderness was so great that deep palpation 
was impossible and percussion could be done only 
very lightly. The area seemed somewhat tympan- 
itic. It pulsated with the heart. There was slight 
tenderness in both costovertebral angles, more on 
the left. There was slight spasm of the left erector 
spinae. All the deep reflexes were very active. Bi- 
lateral patella jerks. Pupils normal. The fundi 
showed some tortuosity of the vessels and some sil- 
ver wire appearance. 

Urine: amount not recorded, specific gravity 
1,024 to 1,016, a slight trace of albumin at one of 
two examinations, leukocytes at both. Blood: 8,500 
to 15,500 leukocytes, hemoglobin 55 to 60 per cent, 
polynuclears 74 per cent, reds 3,100,000 to 4,000,- 
000, moderate achromia, moderate variation in 
shape and size, platelets decreased. No Hinton or 
Wassermann recorded. Sugar 95 milligrams. Fast- 
ing contents of the stomach: 35 cubic centimeters 
of yellow material, no free hydrochloric acid, total 
acidity 4. Test meal half an hour later: 20 cubic 
centimeters, free hydrochloric acid 20, total acidity 
26. Test meal one hour later: 23 cubic centimeters 
with mucus, free hydrochloric acid 36, total acidity 
51. Guaiac negative on all three specimens. Stool 
clay colored, guaiac negative. Vomitus, guaiac neg- 
ative. Icteric index 2 to 5. Quantitative and quali- 
tative van den Bergh indirect reaction 0.3 milli- 
grams per 100 cubic centimeters. Rosenthal liver 
function test, no retention of dye in 30 minutes. 

Temperature 97° to 100°. Pulse 85 to 120, with 
a terminal drop to 77. Resvirations normal except 
for a terminal increase to 28. 


X-ray examination of the stomach without a mo- 
tor meal showed the stomach apparently normal ex- 
cept for vigorous peristalsis. The first portion of 
the duodenum was constantly irregular and there 
was a considerable degree of spasm about the ir- 
regularity. Barium passed through the pyloric 
valve and duodenum readily. At a second examina- 
tion a week later the duodenum was considerablv 
less irritable than at the first examination and 
could be well filled. The only deformity was ap- 
parently due to pressure from the liver. There was 
no evidence of ulcer. The variations from the nor- 
mal might have been due to periduodenitis. At 
twenty-four hours there was a considerable quantity 
of barium retained in the proximal half of the 
colon. There was a questionable irregularity in the 
left extremity of the transverse colon which it was 
thought should be checked by a barium enema. A 
film of the abdomen centered over the region of the 
pancreas showed no visible areas of calcification. 
No stones were seen. Films of the kidney regions 
end the dorsal and upper lumbar region were essen- 
tially negative. 

In the ward the patient had complained of Jess 
pain, although morphia was often necessary. The 
pain seemed to reach its maximum in the late after- 
noon and evening without much relation to food. 
By June 8 she had lost eight pounds. She persisted 
in vomiting milk. The interne noted at the fluoro- 
scopy that the heart shadow was triangular, with 
enlarged left ventricle and prominence in the region 
of the pulmonary conus, which with the auricles en- 
tirelv obscured the shadow of the aortic arch. In 
the lateral view the left auricle was seen greatly 
enlarred on nro‘ectine nosteriorly, where it dis- 
placed the esophagus to the left. 

Additional history was now obtained from the pa- 
tient’s familv. Sinee her choleevstectomy four 
years before her admission she had had attacks of 

(Continued on page 286) 
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MINUTES OF THE FORTIETH ANNUAL 
MEETING OF THE ARIZONA STATE 
MEDICAL ASSOCIATION 
Nogales, May 7, 8 and 9, 1931. 


COUNCIL MEETING 


The Council of the Association convened at 9 a. 
m., May 7, 1931. It was called to order by the presi- 
dent, Dr. J. M. Greer of Phoenix. Roll call showed 
the following members present: Dr. J. M. Greer of 
Phoenix (president), Dr. H. A. Reese of Yuma 
(president-elect), Dr. S. H. Watson of Tucson (past 
president), Dr. C. E. Yount of Prescott (treasurer) 
Dr. D. F. Harbridge of Phoenix (secretary), Dr. 
G. F. Manning, Jr., Flagstaff (councilor), Dr. W. 
W. Watkins of Phoenix (councilor). 

The minutes of the meeting of 1930 were read 
and approved. 

It was moved and seconded that Dr. Clarence 
Gunter, chairman of the Committee on Public Wel- 
fare, be considered a member of the Council for 
this meeting, pending the adoption of amendment to 
the constitution which will make the chairman of 
this committee a regular member of the Council. 
Motion was carried. 

It was moved and seconded that Dr. Gunter’s re- 
port be given to the House of Delegates, as a mat- 
ter of general interest to the Association. Motion 
was carried. 

Treasurer’s Report was presented by Dr. Yount 
(see May issue of this journal) ). It was moved and 
seconded that the report, including the recommenda- 
tion that the dues be continued at $12.50 per annum, 
apportioned in the same way as in 1930, be approv- 
ed. Motion carried. 

The Council moved and carried a vote of thanks 
to Dr. Yount for his excellent work as treasurer. 

It was moved and seconded that the Council auth- 
orize the treasurer to reinvest the funds now in- 
vested in Liberty Loan bonds, in Government bonds 
as fast as the Liberty Loan bonds are called in. 
Motion carried. 

The matter of prorating dues of members who 
transfer from other states was brought up. It was 
moved and seconded that the full state dues be re- 
quired of any member who transfers to any con- 
stituent county society of this Association from an- 
other state. Motion carried. 

Attention being called to the fact that Maricopa 
County Medical Society has incorporated and adopt- 
ed a new constitution, it was moved and seconded 
that they be asked to present their new constitu- 
tion and by-laws to this Association for considera- 
tion at the 1932 meeting. Motion carried. 

Secretary’s Annual Report was presented, show- 
ing a membership on May 1 of 272. 

Report of the Committee on Medical Defense was 
presented. (See Mr. Holton’s communication.) 

Supplementing this report was a communication 
from Mr. C. R. Holton, attorney for the Associa- 
tion, and it was moved and seconded that this com- 
munication be published in the official journal for 
the information of all members of the Association. 
Motion carried. (Note—This communication ap- 
peared as an editorial article in the May journal.) 

Council meeting adjourned. 


MEETINGS OF THE HOUSE OF DELEGATES 


The first executive session of the House of Dele- 
gates was held at 9 a. m., May 8. It was called to 
order by the president, with the following delegates 
present: Dr. R. B. Durfee (Cochise), Dr. G. F. 
Manning (Coconino) ), Dr. Clarence Gunter (Gila), 
Drs. E. P. Palmer, H. T. Bailey, O. H. Brown, Vic- 
tor Randolph, Harley Yandell, F. B. Sharp, J. M. 
Pearson, J. J. McLoone, J. A. Copeland (Maricopa), 
Dr. A. P. Kimball (Yuma); Councilors: Drs. H. A. 
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Reese, D. F. Harbridge, W. W. Watkins, J. M. 
Greer, G. F. Manning and C. A. Thomas. 

Minutes of the last meetings of the House of Del- 
egates were presented in abstract form by the sec- 
retary and approved. 

Dr. Clarence Gunter, chairman of the Commit- 
tee on Public Welfare, gave a verbal report on the 
activities of his committee, particularly with ref- 
erence to the Basic Science Bill and the Narcotic 
Bill. He told how the Basic Science Bill was defeat- 
ed by being kept from vote, first in the Senate and 
then in the House. It was finally passed in the Sen- 
ate and would have passed the House if it could 
have been, gotten to a vote. The full details of his 
report cannot be published, as they were given in 
confidential executive session. 

Adjournment to 9 a. m., Saturday, May 9. 

Second executive session of the House of Dele- 
gates was held at 9 a. m., May 9th, with Dr. H. A. 
Reese, president, presiding. Delegates present, Drs. 
Durfee, Ferguson, Fitzgerald, Manning, Holt, Sharp, 
Harbridge, Bailey, Victor Randolph, Greer, Gibbes, 
Kimball and Brazee. 

Dr. Kimball made a report of the situation in 
Yuma County with regard to a Mr. Smith who is 
masquerading as a physician and practicing with- 
out a license, and in whose case the county attor- 
ney has been unable to secure a jury verdict of 
guilty. 

Dr. Manning submitted the Report of the Necrol 
ogy Committee with regard to deceased members; 
this report is published elsewhere in this issue of 
the journal. 

Dr. Harbridge made report as a member of the 
Board of Managers of Souhtwestern Medicine, to 
the effect that the journal is constantly improving 
and is an admirable publication. 

Dr. Harbridge also reported for the Medical De- 
fense Committee. in substance as contained in Mr. 
Holton’s communication. 

The amendments to the Constitution and By-Laws 
proposed at the 1930 meeting were presented for 
action. It was moved and seconded that they be 
adopted. and after some discussion motion was put 
and carried. The effect of these amendments wil 
be to place the chairmen of the Committees on Medi 
cal Defense and Public Welfare on the Council a: 
regular members ex-officio. 

_ Adjournment to the close of the Scientific Ses 
sion. 

The Open Meeting of the House of Delegates was 
called to order at 11 a. m., May 9. with Dr. H. A 
Reese, president, presiding. The chief order of busi 
ness was the election of officers, and this resulted 
in the following unanimous choices: 

President-Elect—Dr. Clarence Gunter, Globe. 

Vice-President—Dr. C. R. Swackhamer, Superio: 

Treasurer—Dr. C. E. Yount, Prescott 

Secretary—Dr. D. F. Harbridge, Phoenix 

Chairman of Committee on Public Welfare—D) 
John E. Bacon, Miami. 

Committee on Medical Defense—Dr. R. 
nedy. 

Councilor from Northern District—Dr. G. F 
Manning, Jr., Flagstaff. 

Delegate to American Medical Association—D 
E. Payne Palmer, Phoenix. 

National Legislative Committeeman—Dr. R. 
Stroud, Tempe. 

Dr. W. A. Holt of Globe, on behalf of the Gil 
County Medical Society, invited the Association t 
hold the 1932 meeting at Globe-Miami. It wa 
moved, seconded and voted that this invitation | 
accepted. 

It was moved and carried that a registration f« 
of $5.00 be charged each doctor attending the an 
nual meetings. 

Dr. Holt complimented Dr. Gunter for his work 


D. Ken 
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on the Welfare Committee and expressed a wish 
that he might be recompensed for expenditures of 
time and money. After some discussion it was 
moved and carried that a committee be appointed to 
attend to this. The president appointed as this com- 
mittee, Drs. Greer, Harbridge and Yount. 


It was moved and seconded that a resolution of 
thanks be made to the members of the Santa Cruz 
County Medical Society for the fine entertainment 
of the Association. Motion was carried. 


Dr. Reese expressed his gratitude for the coop- 
eration given him during his year as president-elect 
and chairman of the Program Committee. 


Adjournment sine die. 


SCIENTIFIC SESSIONS 


Dr. J. M. Greer of Phoenix, president, opened the 
first meeting May 7, at ten o’clock, in the Firemen’s 
Hall. 


The invocation was offered by Rev. J. L. Patton 
of Nogales, Arizona. 


Addresses of welcome were given by Mayor 
Harry J. Karnes of Nogales, Arizona, and Presi- 
dents A. C. Villasenor of Nogales, Sonora, the lat- 
ter in Spanish and translated by Dr. A. L. Gustet- 
ter of Nogales, Arizona. 


Responses to these speeches were given by Dr. 
Robert Ferguson of Bisbee, and Dr. E. E. Priego, 
of Nogales, Sonora, the second translated from the 
Spanish by Dr. Gustetter. 


Dr. Harry A. Reese, of Yuma, was then intro- 
duced as President-Elect, by Dr. Greer. He gave his 
President’s Address and officiated at all meetings 
following. 


Dr. T. J. McCamant, as Fraternal Delegate of 
the Texas State Medical Association, extended 
greetings to the Arizona State Medical Association. 


Dr. William L. Bell of Oakland, gave the open- 
ing paper of the program, using as the title of his 
work, “What Constitutes the Modern Bone Sur- 
geon.” 


Dr. Frank V. Meriweather of Picher, Oklahoma, 
gave the second paper of the session on “Silicosis.” 


Papers by Dr. Bell and Dr. Meriweather were dis- 
cussed together. Dr. Victor Randolph of Phoenix 
and Dr. A. P. Kimball of Yuma asked questions of 
Dr. Bell, and Dr. Greer presented the subjective 
side of caring for patients with bone injuries. Dr. 
W. W. Watkins of Phoenix, and Dr. F. F. Miller of 
Miami discussed the paper on silicosis. Doctors 
Bell and Meriweather then closed their papers. 
This concluded the morning meeting. 


At 2 p. m., May 7, the convention was again 
called to order. 


Dr. R. K. Smith of Tucson read a paper on “Pre- 
natal Care,” and Dr. Floyd B. Sharp of Phoenix 
followed with one entitled “Birth Injuries to the 
New Born.” Dr. C. E. Yount of Prescott opened 
a discussion of the two papers, which was followed 
by Drs. Harbridge and Greer and closed by Drs. 
Smith and Sharp. 


At this point place on the program was given to 
Dr. John H. White of Phoenix, whose apportioned 
time in the program of the morning had been given 
to Dr. Meriweather. Dr. White spoke on “The 
Healing of Myocardial Infarcts.” Dr. C. S. Kibler 
of Tucson, who was to have opened the discussion 
of this paper was absent, but questions and com- 
ments were offered by Drs. F. F. Miller of Miami, 
W. W. Watkins, Phoenix, Thomas O. Burger, a 
guest from San Diego, Victor Randolph, E. Payne 
Palmer of Phoenix. Dr. White then closed the dis- 
cussion. 
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Dr. Charles W. Brown of San Diego opened the 
Friday morning session, May 8, with a talk on 
“Bronchoscopic Diagnosis and Treatment, Includ- 
ing Foreign Bodies,” illustrating it profusely with 
lantern slides. Dr. H. T. Bailey and Dr. McLoone 
gave discussions of Dr. Brown’s paper. 


The second and concluding paper of the morning 
was given by Dr. C. A. Thomas of Tucson, concern- 
ing “Head Injuries.” Dr. R. B. Raney of Phoenix 
lead the discussion of Dr. Thomas’ paper, and other 
discussions followed, by Drs. E. Payne Palmer, O. 

Brown, J. J. McLoone, D.R. Gaskins, all of Phoe- 
nix, Dr. Holt of Miami, and Dr. Thomas closed the 
discussion. 


At two avlock Friday afternoon, Dr. A. P. Kim- 
ball of Yuma read a paper on “Spinal Anesthesia.” 

Drs. E. Payne Palmer and Dudley Fournier of 
Phoenix read a paper which they had written in 
collaboration, entitled “Sodium Amytal in Surgery 
and Obstetrics.” 


Discussion of these two papers on anesthesia was 
deferred until later in the afternoon because of the 
absence of Dr. Harry Carson of Phoenix who was 
to have opened it. 


Dr. John W. Flinn of Prescott spoke on “Specific 
Treatment of Pulmonary Tuberculosis.” Discussions 
which followed were led by Dr. S. H. Watson of 
Tucson. Ohers who contributed were Drs. Victor 
Randolph of Phoenix, F. F. Miller of Miami, C. W. 
Brown of San Diego. Dr. Flinn added a few words 
in closing. 


The fourth paper of the afternoon was presented 
by Dr. O. H. Brown of Phoenix, who used as his 
subject, “Successful Treatment of Eczema, Urti- 
caria, Angioneurotic Edema, Etc., by Dietary Reg- 
ulation and Digestants.” Discussions of Dr. Brown’s 
paper were given by Drs. R. A. Wilson of Tucson, 
D. R. Gaskins of Phoenix, C. A. Thomas of Tuc- 
son, H. T. Bailey of Phoenix, Harry Carson of Phoe- 
nix, C. W. Brown of San Diego, and the discussions 
were closed by Dr. O. H. Brown. 


Dr. Harry Carson of Phoenix then gave his dis- 
cussion of the papers on anesthesia. Dr. Burger 
and Dr. Fournier each gave a few words in closing 
their papers. 


On Saturday morning, May 9, the program was 
found to be very crowded, and Dr. D. F. Harbridge 
of Phoenix, whose paper had not been given time 
on Friday afternoon, was asked to present it as the 
opening one in the Saturday morning session. He 
consented to read it by title only, “Retinal Vascular 
System,” and to present five lantern slides. 


Dr. E. A. Gatterdam of Phoenix spoke on “Atel- 
ectasis (Massive Collapse) in Tuberculosis.” 


Dr. W. Claude Davis of Tucson read a paper 
entitled “A Study of Intestinal Tuberculosis.” 


These two papers were discussed together, Dr. 
Howell Randolph’s opening discussion of Dr. Gat- 
terdam’s paper was read by Dr. Victor Randolph, 
who also discussed the paper. In the absence of Dr. 
Milloy, Dr. John H. White of Phoenix read his 
opening discussion of Dr. Davis’ paper. Other dis- 
cussions were given by Dr. Robert Flinn of Phoe- 
nix, and the discussions were closed by Drs. Gatter- 
dam and Davis. 


Dr. E. E. Priego of Nogales, Sonora, gave a case 
report of “Tetanus Following Hemorrhoidectomy.” 


This was translated by Dr. V. A. Smelker of No- 
gales. 


Dr. E. C. Houle of Nogales, Arizona, discussed 
this case, and Dr. Smelker closed the discussion. 


Adjournment sine die. 
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THE NEW MEXICO MEDICAL SOCIETY 


NOTES ON THE FORTY-NINTH ANNUAL 
MEETING 


Albuquerque, N. M. — May 20-22, 1931. 

“Biggest” and “best” were the popular 
adjectives used in discussing the meeting, 
the old-timers agreeing without duobt that 
both correctly described the forty-ninth 
session. 

The large attendance was most pleasing 
and gratifying to the officers and members 
of the Bernalillo County Medical Society, 
who had spared neither time, energy nor 
money, to make the meeting a success and 
to secure noted men of the southwest in pro- 
viding a well-balanced program of excellent 
scientific papers on subjects varying from 
sources of infant mortality to the treatment 
of delirium tremens. 

Among the many interesting features 
worthy of special comment were the Skin 
Clinic, conducted by Dr. George P. Lingen- 
felter, Professor Dermatology and Syphilis, 
University of Colorado, at which many dif- 
ficult cases were discussed and diagnosed ; 
the masterly paper on “William Beaumont, 
America’s First Contribution to World Medi- 
cine,” presented by Dr. John W. Amesse, 
President of the Medical Society of the City 
and County of Denver, with which he ex- 
hibited a replica of the William Beaumont 
medal, International Physiological Congress, 
Boston, 1929, and a copy of an old news- 
paper, The Albion, dated January 4, 1834; 
and Dr. James Vance’s (E] Paso) account of 
his “Personal Observations of Cholecystitis,” 
wherein he admitted being Scotch. No won- 
der his uncanny skill at the old golf game. 


The election of officers resulted in: 

President-Elect—Dr. F. D. Vickers, 
ing, N. M. 

Vice-President—Dr. H. A. Ingalls, 
N. M. 

Secretary-Treasurer—Dr. L. B. 
Albuquerque (re-elected). 

Counci'ors, three years—Dr. Carl Mulky, 
Albuquerque; Dr. C. W. Gerber, Las 
Cruces. 

Councilor to fill unexpired term of Dr. 
Harry Mera—Dr. R. O. Brown, Santa 
Fe. 

Delegates to A. M. A.—To be announced 
later by President. 

Delegate to Texas State Meeting—Dr. 
Bradley, Roswell, N. M. 

Delegate to Colorado State Meeting—Dr. C. 
B. Elliott, Raton, N. M. 

Delegate to Arizona State Meeting—Dr. F. 
D. Vickers, Deming, N. M. 

Redistricting the state to better establish 
the jurisdiction of each of the six council- 


Dem- 
Roswell, 


Cohenour, 
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ors, in order to arrange the districts in a 
manner more easily visited, resulted in the 
following new arrangement: 

First District, Dr. C. B. Elliott, Councilor, 
comprises Union, Colfax, Harding, Mora 
and Taos Counties. 

Second District, Dr. R. O. Brown, Council- 
or, comprises Santa Fe, Rio Arriba, San 
Juan, McKinley and San Miguel Counties. 

Third District, Dr. Carl Mulky, Council- 
or, comprises Bernalillo, Sandoval, Torrance, 
Va'encia, Socorro and Catron Counties. 

Fourth District, Dr. Harry A. Miller, 
Councilor, comprises Curry, Roosevelt, 
Guadalupe, Quay and DeBaca Counties. 

Fifth District, Dr. W. T. Joyner, Council- 
or, comprises Chaves, Eddy, Lea, Lincoln 
and Otero Counties. 

Sixth District, Dr. Charles W. Gerber, 
Councilor, comprises Dona Ana, _ Luna, 
Sierra, Hidalgo and Grant Counties. 

The selection of ‘Santa Fe as the next 
meeting-place was pleasing to all and a 
fitting tribute that the capital city should 
sponsor the half-century anniversary of the 
Medical Society. 

The dinner dance at the Franciscan Hotel 
and the smoker at the Country Club were 
very enjoyable affairs and well attended, 
the boxing matches and wrestling bout af- 
fording much amusement and evoking the 
enthusiasm of even the most staid and dig- 
nified members of the profession. 

The visiting doctors who were on the pro- 
gram were honored at a dinner given by the 
President, Dr. M. K. Wylder, at his beauti- 
ful home, on Thursday evening. This was 
just one of the many hospitable and courte- 
ous acts performed by members of the pro- 
fession at Albuquerque for the entertain- 
ment and enjoyment of the visitors. 

The new Director of the State Board of 
Health, Dr. J. R. Earp, was in attendance 
at the daily sessions, taking an active part 
in the discussion of the medical papers and 
relating interesting war experiences. 

Those registering numbered 107, as fol- 
lows: 

Dr. C. F .Milligan and wife, Clayton, N. M. 

Dr. R. L. Bradley, Roswell, N. M. 

Dr. M. B. Culpepper, Carlsbad, N. M. 

. L. B. Cohenour, Albuquerque, N. M. 

. Carl Mulky, Albuqugerque, N. M. 

. C. W. Gerber, Las Cruces, N. M. 

. Troy C. Sexton, Las Cruces, N. M. 

. F. D. Vickers and wife, Deming, N. M. 

r. M. K. Wylder, Albuquerque, N. M. 

r. Robert O. Brown, Santa Fe, N. M. 

. S. D. Swope, El Paso, Texas. 
. W. H. Woolston, Albuquerque, N. M. 
- Henry T. Sethman, Denver, Colo. 
. €. 8. Hert. Dawson, N. M. 
T. P. Martin and wife, Taos, N. M. 
7 i R. Earp, Santa Fe, N. M. 
. E. E. Royer, Albuquerque, N. M. 
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. Crum Epler, Pueblo, Colo. 
. G. P. Lingenfelter, Denver, Colo. 
. J. W. Amesse, Denver, Colo. 
. John R. Evans, Denver, Colo. 
. S. G. Von Almen, El Paso, Texas. 
. H. A. Ingalls, Roswell, N. M. 
. C. Russell and wife, Artesia, N. M. 
. T. Espinosa and wife, Espanola, N. M. . 
. C. B. Elliott, Raton, N. M. 
. E. W. Serrell, Denver, Colo. 
. E. C. Matthews, Albuquerque, N. M. 
. W. C. Tipton, 
. F. W. Allen, Albuquerque, N. M. 
. R. W. Mendelson, Albuquerque, N. M. 
. L. F. Elliott, Albuquerque. 
. Evelyn F. Frisbie, Albuquerque. 
. L. G. Rice, Albuquerque. 
. Jd. A. Reidy, Albuquerque. 
. C. A. Miller, Las Cruces. 
. W. F. Wittwer, Las Lunas. 
. W. H. Livingston, Santa Fe. 
. W. T. Joyner, Roswell. 
. T. E. Carmody, Denver, Colo. 
. M. G. Cartwright, Albuquerque. 
. A. E. Bessette, Albuquerque. 
. Hugh Jones, Los Angeles, Cal. 
. J. R. Scott, Albuquerque. 
. W. C. Barton, Santa Fe. 
. J. L. Garduno, Albuquerque. 
. R. L. Hust, Albuquerque. 
. P. G. Cornish, Jr., Albuquerque. 
. P. G. Cornish, Sr., Albuquerque. 
. W. R. Lovelace, Albuquerque. 
. Henry H. Clark, Denver, Colo. 
. B. J. Weigel, Albuquerque. 
. S. L. Burton, Albuquerque. 
J. H. MacWhorter, El Paso, Texas. 
Dr. J. T. Bennett, Albuquerque. 
Dr. M. |P. Beam, Albuquerque. 
Dr. R. F. Hogsett, Albuquerque. 
Dr. M. R. Warden, Albuquerque. 
Dr. C. A. Frank, Albuquerque. 
Dr. George K. Angle, Albuquerque. 
Dr. C. L. McBride, ‘Alling, N. M. 
Dr. P. H. MeNellis, Las Lunas, 
Dr. E. W. Johns, Albuquerque. 
Dr. J. E. J. Harris, Albuquerque. 
George McAlmon, El Paso, Texas. 
Dr. Z. E. Funk and wife, Santa Rosa. 
Dr. J. W. Elder and wife, Laguna. 
Dr. N. L. Mistachkin, Minneapolis, Minn. 
Dr. C. Reed, Albuquerque. 
D. C. Groves, Albuquerque. 
Dr. L. S. Peters, Albuquerque. 
. G. W. Griswold and wife, Roswell. 
. W. C. Finnoff, Denver, Colo. 
. M. F. J. Stewart, Raton. 
. H. L. Brehmer, Albuquerque. 
. H. E. Seales, Crownpoint, N. M. 
. C. H. Gellenthien, Valmora. 
Dr. M. D. Gibbs, Roy, N. M. 
. J. R. Van Atta, Albuquerque. 
. H. E. Rodgers, Albuquerque. 
. P. Richards, Albuquerque. 
. E. E. Lukens, Albuquerque. 
r. A. C. White, Hot Springs. 
. C. R. Bass, Cimarron. 
Ezra A. Lewis, Albuquerque. 
Dr. O. I. Nesbit, Espanola. 
Dr. William Fahey, Fort Defiance, Ariz. 
Dr. R. A. Dunean, Amarilla, Texas. 
Dr. D. G. Stine, Columbia, Mo. 
Dr. V. C. Hunt, Los Angeles, Cal. 
Dr. R. D. Holt, Albuquerque. 
Dr. James Vance, El Paso, Texas. 
Dr. L. Emelyn Clark, Albuquerque. 
Dr. C. J. Ambler, Mountainair. 


Dr. W. G. Smith, Mora, N. M. 


. J. F. Lane, Santa Fe. 

. V. E. Berchtold, Santa Fe. 

. Curtice Rosser, Dallas, Texas. 

. N. H. Brush, Santa Barbara, Cal. 
. C. C. Davis, Albuquerque. 

. F. I. Ridge, Kansas City, Mo. 

. M. J. Geyman, Santa Barbara, Cal. 
. S. L. Wilkinson, Belen. 

. W. B. Cantrell, Gallup. 

. R. E. McBride, Las Cruces. 

. P. L. Travers, Gallup. 


PUBLIC HEALTH NOTES FROM 
NEW MEXICO 
By PAUL S. FOX, Chief, Division of Sanitary 
Engineering and Sanitation, New Mexico 
State Bureau of Public Health. 


The seventh annual meeting of the New Mexico 
Public Health Association was held in Santa Fe at 
La Fonda Hotel on May 11, 12 and 13. 

On account of serious illness, the president, Dr. 
J. C. Holmes, was unable to attend. Miss Marie A. 
Brunk, R. N. of Las Cruces, the vice-president, pre- 
sided at the meeting. 

On May 11, the address of welcome was deliv- 
ered by Mr. J. D. De Huff, secretary of the Santa 
Fe Chamber of Commerce. Mr. A. E. Barnes, city 
inspector of Santa Fe, gave a paper on “Practical 
Points in City Sanitation.” Mr. Barnes stressed 
the need for supervision of milk supplies and de- 
scribed in detail recent improvements in the Santa 
Fe supply. He described also the present methods 
of garbage collection and street cleaning. 

Dr. C. W. Gerber, Dona Ana County health of- 
ficer gave a very interesting summary of the mala- 
ria control work which he has done in his county. 

“Sanitation in Automobile Camps” was the title 
of a paper given by Mr. Paul S. Fox, state sani- 
tary engineer. Mr. Fox spoke of the necessity of 
providing safe water and milk supplies and proper 
disposal of garbage excreta. 

On the evening of May 11, an informal dinner 
was given at La Fonda. Covers were laid for one 
hundred and twenty guests. Dr. Walter Clarke, 
American Social Hygiene Association, New York, 
Dr. J. R. Earp, New Mexico State Health Officer, 
Dr. R. H. Wilson, McKinley County Health Officer, 
and Captain Patrick Irving O Hay, from Taos, gave 
after dinner talks. Captain O’Hay, a well-known 
soldier of fortune, is a veteran of seven wars; he 
has traveled with Richard Harding Davis, Jack 
London and O. Henry. The resume of some of his 
experiences kept the guests laughing for over two 
hours. 

The program for May 12 included a paper on 
“Health Work in Schools” by Mrs. Georgia Lusk, 
State School Superintendent, which was discussed 
by Mrs. G. W. Prichard, president of the Santa Fe 
County School Board, Doctor Walter Clarke, Amer- 
ican Social Hygiene Association, New York, gave 
many ideas regarding the control of venereal dis- 
ease in rural communities. Doctor Clarke stressed 
the need of doing at least some venereal disease 
control work; if it is impossible to carry on this 
type of work on a large scale the activities should 
be confined to a small group of individuals who will 
cooperate with the authorities. It was pointed out 
that in the case of syphilis in pregnant women. 
treatment should be commenced, if possible, in the 
first half of pregnancy and if six or more treat- 
ments were administered, the chances were good 
for a normal child to be delivered. The impossibil- 
ity of diagnosis of many cases of syphilis in preg- 
nant women without a blood test was emphasized. 

Miss Isabel L. Eckles, Santa Fe city school super- 

(Continued on page 284) 
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THE PROFESSIONAL BUILDING AT 
PHOENIX 

The new Professional Building, now un- 
der construction by the Valley Bank & 
Trust Company, of Pheonix, will be ready 
for occupancy before December first. In 
addition to being an outstanding architecural 
ornament to the city’s skyline, it will repre- 
sent the culmination of many years of hope- 
ful waiting by the medical and dental pro- 
fessions of Phoenix. It is the first steel 
frame building in the city and the sound 
of the riveting hammers has been sweet dis- 
cord to the ears of the prospective occupants 
of the building, most of whom rejoice over 
the idea of spending their last summer in 
offices where the normal summer tempera- 
ture is not artificially tempered. 

The structure will be twelve stories, and 
from the fifth floor up will be occupied en- 
tirely by doctors and dentists. Those for 
whom offices have already been designed 
and who are expected to occupy their new 
auarters by the first of the year are the 
following: 

The fifth floor wlil be taken entirely by 
the Pathological Laboratory, the Tri-State 
Dental Laboratory and the Associated Op- 
tical Laboratory. 

The sixth floor will have offices for the 
Southwest Clinic (Drs. E. Payne Palmer, 
Frank J. Milloy, Dudley Fournier, Chas. N. 
Ploussard and John H. White), Dr. A. C. 
Kingsley and Drs. W. A. Schwartz and B. L. 
Melton. Dentists on this floor will be Drs. 
R. L. Dunlap, H. A. Berry and Geo. H. 
Chiles. 

On the seventh floor will be offices for 
Dr. Orville H. Brown, Drs. S. D. Little and 
C. B. Palmer, Dr. Harley Yandell and Dr. 
A. J. McIntyre. Dentists on this floor will 
be Drs. F. R. Smith, R. A. McCall, E. M. Paf- 
ford and Edgar B. Pease. 





On the eighth floor will be the offices of 
Drs. Fred Holmes, Victor Randolph and 
Howell Randolph, Dr. Willard Smith, Dr. L. 
H. Thayer, Drs..A. M. Tuthill and Norman 
D. Ross, Dr. D. F. Harbridge and Dr. James 
L. Johnson. Dentists on this floor will be 
Drs. J. L. Borah, Logan D. Dameron, P. J. 
Ritchie, L. C. Mason and R. D. Creamer. 

On the ninth floor will be the offices of 
Dr. Harry R. Carson, Dr. H. B. Gudgel, Dr. 
H. K. Beauchamp, Dr. D. R. Gaskins and 
Drs. George E. Goodrich, Vernon Kennedy, 
Jesse D. Hamer and Robert S. Flinn. The 
dentists on this floor will be Drs. Claude M. 
Moore, H. J. Jessop and T. W. Firth. 

On the tenth floor will be the offices of 
Drs. John J. McLoone and O. W. Thoeny, 
Drs. George E. Shields and H. D. Ketcher- 
side, Drs. Chas. W. Sult and R. B. Raney, 
and Dr. Thos. W. Woodman. The dentists 
with offices on this floor will be Drs. H. H. 
Braxtan and Dr. W. A. Baker. 

On the eleventh floor will be the offices 
of Drs. Kimball Bannister and L. R. Kober, 
Dr. E. C. Bakes, Dr. Louis Dysart, Dr. F. C. 
Jordan, Dr. S. I. Bloomhardt, Dr. Joseph M. 
Greer and Dr. F. L. Reese. Dentists on this 
floor will be Drs. W. G. Barackman and L. 
F. Goodspeed. 

The twelfth floor, which will be in the 
tower, will be occupied by the medical library 
of the building. 

Prospective tenants who have not, at this 
writing, been definitely located as to space 
include Dr. Edgar H. Brown, Dr. L. A. W. 
Burtch, Dr. H. M. Purcell, and Dr. T. T. 
Clohessy. 

The construction of the building is to be 
of the highest grade throughout. The ven- 
tilating system will be in multiple units, so 
that on any given floor any one or all of 
five areas can be ventilated, heated, or 
cooled, independently of the others. A stor- 
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age garage will be in the basement, reached 
directly by elevator, with exit by ramp onto 
Monroe Street. 

The building was designed by Morgan, 
Walls and Clements of Los Angeles, with Mr. 
H. H. Green of Phoenix as collaborating 
architect. -It is being erected by L. E. Dixon 
& Co., with Mr. Balch as superintendent of 
construction. 

The medical] profession of Phoenix should 
be grateful to Mr. Roy Wayland, vice-presi- 
dent of the Valley Bank, to whose personal 
interest in seeing a building especially de- 
signed and built for doctors and dentists in 
Phoenix we are indebted for this structure. 
His long association with the profession, as 
one of the leading druggists of the state, 
gave him an understanding of their needs, 
and when he became affiliated with the Val- 
ley bank he immediately put under way 
plans to make the long contemplated new 
Valley Bank structure a professional build- 
ing for doctors and dentists. From this has 
materialized “The Professional Building” of 
Phoenix. 





HAY FEVER A PUB!IC HEALTH 
PROBLEM 

If an irrigation ditch conveying water 
through one of our western cities should be 
found contaminated with typhoid bacilli, it 
would arouse great activity until ‘such a 
source of disease was eradicated. If it were 
found infected by a mi'der strain of organ- 
isms capable of causing sickness in a con- 
ciderable proportion of the population, it 
would be regarded as a public health prob- 
lem. Yet a'ong that d'tch, with astounding 
indifference, we al'ow to grow weeds capa- 
ble of producing sickness and disability in 
hundreds of peop'e, and even to drive many 
of our citizens away from their homes in 
the city for months at a time. What does 
it matter whether disease nroducing agents 
are bacteria growing in water, or pollen 
thrown into the air from noxious weeds on 
the bank,—if they make ~eople sick, and if 
that sickness is preventable, is not one con- 
dition just as much a public health problem 
as the other? 

There is published in this issue a report 
from the Woman’s Auxiliary of the El Paso 
County Medical Society, which should be 
read by veery doctor in every community 
where hay fever is prevalent. Why should 
we auarantine a case of measles so that the 
dwellers in a house may not spread the con- 
‘agion, and permit them to let their Ber- 
muda lawn grow up and pollenate? Hun- 
(reds of people sick with hay fever would 
prefer to take their chances with measles 
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than be forced to walk by that lawn. We 
will not allow a man to keep pigs in the city 
limit, because the odor from a pigsty is un- 
plesaant and the sty itself unsanitary; yet 
that man may own a vacant lot and may 
rermit it to grow rank with Russian thistle 
or Johnston grass or ragweed, and every 
tenth person who passes that way is dis- 
abled by hay fever or asthma,—and the 
health department permits it. Let every 
city in the southwest learn from E] Paso,— 
go and do likewise,—and we will profit more 
than we will from any other single public 
health activity that might be mentioned. 





DR. WILLIAM C. TODT 


At the regular mee'ing of the Arizona 
State Medica! Association, held at Nogales, 
Arizona, May 7 to 9. the following preamble 
and resolutions were unanimously adopted: 

Whereas. It has seemed good to the 
Ruler of the Universe to remove from among 
us our beloved friend anid fellow-member, 
William C. Todt, M. D.. of Kingman, Ari- 
zona, therefore, as in view of the loss we 
have sustained it is fitting that we should 
place upon record our feelings of apprecia- 
tion of his services and regret for his loss, 
be it, 

Resolved, That the sudden removal, by 
death, of our esteemed fellow-member from 
the position which he he'd as Vice-President 
of our Association created a vacancy not 
easly filled and that his fe4low-members 
fully realize and de~p'y deplore the loss oc- 
casioned to themselves; 

Resolved, That the members of this As- 
sciation hereby desire to express their sense 
of bereavement and grief at the loss of one 
of our most faithful and gifted members, 
and to record the enioyment and profit 
which they have long had in the genial, so- 
cial, and intellectural qualities of the de- 
ceased: 

Resolved, That we hereby extend our 
deepest sympathy to the bereaved relatives 
and friends of the deceased, hoping that 
even in the sadness of their affliction they 
may yet find some consolation in knowing 
that the worth of his private qualities and 
the value of his pub'‘c services are properly 
appreciated ; 

Resolved, That a copy of these resolutions 
be properly engrossed and sent to the fam- 
ily of our deceased fel'ow-member, and that 
the resolutions be also published in South- 
western Medicine. 


DR. ROBERT CRAIG DRYDEN 
At the regular meeting of the Arizona 
State Medical Association, held at Nogales, 
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Arizona, May 7 to 9, the following preamble 
and resolutions were unanimously adopted: 

Whereas, It has pleased Almighty God in 
His infinite wisdom to remove from our 
midst our honored and worthy fellow-mem- 
ber, Robert Craig Dryden, M.D., of Pima, 
Arizona, and 

Whereas, The pleasant and intimate rela- 
tions which for forty years he has held with 
this Association as a charter member and as 
one of the organizers of the Graham County 
Medical Society make it eminently fit- 
ting that we should p'ace upon our records 
feelings of appreciation of his services and 
regret for his loss, therefore, be it 

Resolved, That this Association will ever 
hold in grateful remem'rance the sterling 
qualities, the patience, integrity and clear- 
sightedness displayed for many. many years 
by our late fellow-member in the work of 
this Association; 

Resolved, That the memhers of this Asso- 
ciation hereby desire to express their sense 
of bereavement and grief at the loss of one 
of their earliest. most faithful and worthy 
members, and to record the enioyment and 
pleasure which they have long had in the 
genial, social. and professional qualities of 
the deceased. 

Resolved, That we sincerely sympathize 
with the relatives and near friends of our 
late beloved asscoiate, and that we respect- 
fully commend them for consolation to 
Divine Providence, feeliny sure that to them, 
as to us, there is comfort in the knowledge 
that his true worth is pronerly avpreciated. 

Resolved, That a cony of these resolutions 
be properly engrossed ard sent to the fam- 
ily of our deceased fellow-member and that 
the resolutions be also pub'ished in South- 
western Medicine. 


DR. A. H. NOON 

At the regular meeting of the Arizona 
State Medical Association, held at Nogales, 
Arizona, May 7 to 9, the following rreamble 
and resolutions were unanimous'y adopted: 

Whereas, It has seemed good to the Ruler 
of the Universe to remove from us our be- 
loved friend and Honorary Member of Santa 
Cruz County Medical Society, A. H. Noon, 
M.D., of Nogales, Arizona, therefore, be it 

Resolved, That we hereby extend our 
deepest sympathy to the hereaved family 
and friends of the decease, honing that even 
in the sadness of their affliction they may 
yet find some consolation in knowing that 
the worth of his private life and the value 
of his public services are properly a»pre- 
ciated. 

Resolved, That a conv of these resolutions 
be properly engrossed and sent to the fam- 
ily of the deceased. 
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EL PASO COUNTY MEDICAL SOCIETY 
APRIL 13, 1931. 


Meeting was called to order at 8 p. m., the min 
utes of former meeting being read and approved. 

Dr. McCamant announced a meeting of the El 
Paso Game and Protective Association at Elephant 
Butte Dam, April 18-19. All are invited to meeting 
and barbecue. 

The first paper of the evening, “Toxemias 
Found in the Prenatal State in City-County Clinic,” 
by Dr. C. E. Rennick, set forth that during sb 
years of this clinic there were 2,375 women who 
received prenatal care. Of this number 46 per 
cent showed at least slight evidence of toxemia. Of 
the total cases 25 per cent showed albumen in th« 
urine with no other symptoms, 10 per cent had onl) 
a rise in blood pressure and 9 per cent a mild tox 


emia. There were 35 women, or 1.5 per cent, with se- 


vere toxemia and in this number six cases of eclamp 
sia, 0.2 of one per cent. There were no materna 
deaths due to the toxemia of pregnancy. In discus 
sion, Dr. Gallagher stated that he would like D: 
Rennick to tell what, in addition to blood pressure 
and urinalysis routinely, he considers prenatal care 
in the office. Dr. Harry Leigh stated that many 
patients cannot afford extensive routine examina 
tions. Calcium therapy is of some benefit in treat- 
ing toxemia. Putting patients with high blood pres- 
sure on salt-free diet will lower blood pressure in 
many of these cases. Dr. Rennick, in closing, em- 
phasized that a very important thine in prenatal 
care is thorough examination at eighth month, to 
determine presentation. 

Dr. Black presented a case of birth dislocation, 
posterior of humerus. Has no paralysis but limited 
motion. Rare type of birth injury. X-rays show 


marked atrophy of head of humerus. Dr. Goodwin, 


in discussion of treatment, said cause was bad pos: 
tion. Arm was placed across the chest and kept 
there three months. This should not have been 
done. Muscles are all good—no paralysis. The best 
thing is the usual thing—a Z plasty. Give the 
posterior surface a chance to contract and the an- 
tericr a chence to stretch. 

The next paper, “Anemias of the Prenatal State,” 
by Dr. Harry Leigh, was discussed by Dr. Rennick, 
who stated that most Mexican women are anemic. 
Dr. Gallagher remarked that hemoglobin of 79 is 
not so low, 85 is not bad, the substantial things 
are the things the general practitioner should look 
out for. Dr. Waite stated that liver diet does sec- 
ondary anemia good in most cases but that plenty 
of gastric juice and beef will do the same amount 
of good. Discussion was closed by Dr. Leigh. 

Application of Dr. M. M. Gibson was read and 
passed. 

Dr. Vandevere gave a case report of a man with 
a niece of bee*steak lodged in the esophagus. [a- 
tient was put to sleep and esophagoscope used to 
remove it piece-meal. Care must be used not to tear 
the mucosa. 

Dr. Cummins reported a case of a woman, 61 
years of age, with pain in abdomen, and vomiting; 
some tenderness over the gall-bladder. Hypo of 
morphine stopped symptoms but they returned the 
next day. Duodenal tube passed and lavage given. 
Tater temperature un to 100°, urine showing casts. 
W. B. C. 14800. Operation advised but refused. 
preoperative diarnosis. partial intestnial obstruc- 
tion. Operation showed some blood, abdominal fluid, 
mass in ileum and intestine flat below. Incision 
made in ileum and large gallstone removed. [a- 
tient doing well. 

Dr. Gallagher reported a case of acute appendix 
rvptvred. Svmptoms did not indicate a ruptured “p- 
pendix or even an acute annendix. 

RALPH H. HOMAN, Sec’y 
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HERE is a dependable pharmacist near you 
who is prepared to render prompt service on Tetanus Anti- 
toxin, Lilly. This product is noteworthy because of its potency, 
its concentration, its comparative freedom from reaction-pro- 
ducing proteins, its low total solids, its clarity and limpidity; 
and also because of its ready availability in all sections of the 
country, through the drug trade. Order in syringes, 1,500 to 


20,000 units, or in vials of 1,500 units. 


‘ELI LILLY AND COMPANY ’ Indianapolis 
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EL PASO COUNTY MEDICAL SOCIETY 
MAY 11, 1931. 


The meeting was called to order at 8 p. m., min- 
utes of previous meeting being read and approved. 

Dr. W. E. Vandevere presented a clinical case of 
result of mastoid operation. Had influenza one 
month ago with left ear aching. Drum was pierced 
and two days later same had to be done to right 
ear. Left ear stopped draining after one week but 
started again and was tender over mastoid. Mas- 
toiditis of left ear and furunculosis of right ear. 
(Cn. April 17, did mastoid operation under local an- 
esthesia. Was able to sit up on first day and go 
home on fifth. 

Dr. F. D. Garrett reported the case of lady with 
gas disturbance and pain in left side, some tender- 
ness over descending colon. Suspected colitis and 
diverticulitis, but examination a year ago ruled 
these out. One month ago had acute pain in left 
side. Barium enema showed no pockets. Expelled 
barium and injected air. Several diverticula show- 
ed under this method. Patient put on small doses of 
barium and relief obtained. Another case was re- 
ported showing symptoms of cholangitis. While on 
treatment she developed gangrenous stomatitis. 
Temperature went down some and condition im- 
proved. A bowel movement showed a number of 
stones -s did several subsequent ones. No more 
trouble has been experienced. 


Dr. Bloyce Britton presented a clinical case. Fell 
off a tractor day before, pain all over his head. 
Had had a cold for a few days. Examination of 
sinuses, negative. Gave morphine and ice cap on 
head. Recame irrational and had projectile yomit- 
ing. Spinal fluid under greatly increased pressure. 
30 c.c. taken off and symptoms relieved but re- 
turned. Another puncture showed cell count 1900 
with 90% lymphocytes, sinuses cloudy. Became 
worse. Made a brow incision and got out lots of 
pus. Spinal fluid culture was positive and case ap- 
peared hopeless. Repeated spinal punctures done 
and frontal lobe abscess drained through frontal 
sinus. Case got well. Infection was streptococcus 
mucosus. It is virulent in hard but not so much in 
soft tissue. Dr. George Turner explained the high 
cell count by presence of brain abscess. Probably 
would have had meningitis in few days. 

Dr. Gorman discussed and said Dr. Britton was 
responsible for patient’s recovery by operation. He 
«tated that sninal fluid was under a higher pressure 
than any he had ever seen. Dr. Cummins said that 
polys are increased in abscess instead of lymphos. 

Dr. B. H. Britton presented another case of tumor 
of the nose, a melano-sarcoma, prognosis bad. He 
operated under local anesthesia. Stripped up mu- 
cous membrane and found pedicle at posterior eth- 
roid. Tleed cautery °nd clinped nedicle. Antrum 
fille’ with degenerating polyps. Drained and left 
open. 

Dr. A. W. Multhauf gave a case renort of kidney 
injury in a vovung man. Fell down hill and when 
first seen was vomiting and in shock. Mistaken for 
drunkenness at first. but later blood was found in 
vrirne, Cvstoseony showet hlood clot at ureteral 
orifice. Pyelogram showed filling defect in right 
kidney. Dr. K. D. Lynch discussed the case, saving 
he agreed with Dr. Multhauf and compliments him 
on making the pyelogram. 

Dr. George Turner said that uroselecton would 
hove been hetter than the cvstosconic pyelogram. 

Dr. Werley presented a case report of calcinosis 
of legs. Woman had pain and swelling in legs and 
had x-ray made. Lasted several weeks. Haad en- 
joyed good health. Pain followed superficial veins 
to groin. Small nodules felt; tender over these. 
Arteries normal. Blood calcium low. Nodules prov- 


SOUTHWESTERN MEDICINE 


ed to be not connected with arteries or veins and 
were found to be calcium. 

Dr. Leslie Smith discussed the case and asked if 
there was any bone destruction. Dr. J. Mott Raw- 
lings reported an autopsy of extensive calcinosis in 
men 2% years. Dr. Harry Leigh recalled a case he 
showed several years ago of calcinosis. Dr. K. 0. 
Lynch reported a case of stone in ureter of child. 

Reports on the State Medical Meeting were mace 
by Drs. W. L. Brown, Harry Leigh and F. P. Mil- 
ler. 

A letter was read from Mr. M. R. Eddy regard- 
ing an accounting and collection bureau. Mr. Eddy 
discussed the letter. 

Dr. Miller moved that the letter be referred to a 
committee for action. Passed, and Drs. Gallagher, 
B. Britton and F. P. Miller were appointed membe’s 
of such Committee. 

Adjournment. 

RALPH H. HOMAN, Sec’y. 





PUBLIC HEALTH NOTES FROM 
NEW MEXICO 


(Continued from page 279) 


intendent, gave a very complete and interesting re- 
port on the “White House Conference.” 

Dr. James R. Scott led a round table discussion 
on the “County Public Health Unit.” 

Dr. Paul D. Mossman, Regional Medical Director, 
U. S. Indian Field Service, described the organiza- 
tion of public health work among the Indians. Eight 
nurses and six doctors of the Indian service at- 
tended the sessions. 

An interesting talk on the history, organization 
and work of the State Board of Public Welfare was 
given by Dr. Robert O. Brown, Santa Fe, president 
of the Board. Dr. Brown expressed the desire of 
the Board to cooperate with local health authori- 
ties at all times. 

Mr. F. M. Veatch, of Black and Veatch, consult- 
ing engineers, Kansas City, Missouri, described the 
technic of educating a community in the value 
of a sewerage system. Without such education, said 
Mr. Veatch, the voters seldom realize the necessity 
for providing adequate treatment and disposal of 
sewage. Once funds are provided for building a 
disposal plant, the latter is frequently left to take 
care of itself and the quality of the effluent suffers 
materially, especially when industrial waste chem- 
icals are admitted to the sewers. 

On May 13 the public health nurses section held 
a separate meeting. Mrs. Susan D. Swarts, R. N., 
Valencia County Nurse, responded to the address 
of welcome given by Miss Eleanor L. Kennedy, 
state supervisor of public health nursing. 

A most interesting talk on the “Relation and Co- 
ordination of Health and Welfare Bureaus” was 
given by Miss Margaret Reeves, director of the 
State Bureau of Child Welfare, Santa Fe. 

A business session was held at which time Mrs. 
Edith Hardy was elected president, Miss Esther 
Victory, vice president and Miss Eleanor L. Ken- 
nedy, Secretary. 

Miss Helen B. Fenton, R. N., Guadalupe County 
nurse, gave an interesting paper on “What a Nurse 
Should Know About the Public Health Aspects of 
Tuberculosis.” Miss Fenton’s paper brought forth 
much discussion. 

At 12:30 the members attended a luncheon at 
La Fonda, at which time Dr. Earp, state director 
of health, discussed the need for prenatal and in- 
fant hygiene work here in New Mexico. 

A round table discussion was of benefit to all. 
Reports, record forms and individual problems were 
discussed. This discussion was conducted by Miss 
Kennedy. 

A paper on “Prenatal Work in Rural Public 
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DIABETIC 
PATIENTS 


...can follow “A Rigid 


Diet” and like it! 


nen can be given to a rigid diet 
—and taste can be contented— when 
Knox Sparkling Gelatine is combined 
with the nourishing foods permitted on 
a diabetic diet. 

Knox Gelatine helps the physician 
relieve the monotony of restricted eating 
because it can be safely prescribed. It is 
the plain gelatine——free from sugar or 
artificial coloring or flavoring. It can be 
freely used and freely eaten, thereby build- 
ing small quantities of prescribed foods 
into satisfying bulk. 

Knox Gelatine is so valuable to the 
physician with diet problems that its use 
is described in a booklet titled «Diet in 
the Treatment of Diabetes”—written by 
a well-known authority —and offered in 
any quantity to physicians who send for it. 


F you agree that recipes like the ones on this 

page will be helpful in your diabetic practice, 
write for our complete Diabetic Recipe Book—it 
contains dozens of valuable recommendations. 
We shall be glad to mail you as many copies as 
you desire. Knox Gelatine Laboratories. 433 Knox 
Ave., Johnstown, N. Y. 





JELLIED CHICKEN IN CREAM 


(Six Servings) 
Gms. Prot. Fat Carb. Cal. 

1 tablespoon Knox Gelatine 7 G@ we cf eo 
¥, cup cold chicken broth or 

water +e 
1% cups boiling chicken 

broth, fat free.......... 
¥% teaspoon salt............ 
Pinch pepper oa ae se 
1 cup cooked chicken, cubed 125 24 20... 
Y, cup cream, whipped . 1 22 15 





Total 31 44 1.5 526 

One serving 5 7 88 

Soak gelatine in cold liquid for five minutes and dis- 
solve in hot broth. Season with salt and pepper and 
chill until nearly set. Fold in chicken and whipped 
cream. Turn into molds and chill until firm. Serve on 
lettuce or garnished with parsley and strip of pimento. 











CARROT and SPINACH MOLD 


(Six Servings) 


Gms. Prot. Fat Carb. Cal. 
1% cups cooked carrots 

cube 210 2 195 .. 
1 tablespoon butter melted. 12.5 . oo oe 
1 egg well beaten 50 7 
1 teaspoon salt - oa 
14% cups cooked spinach 

chopped 300 6 1 7 
2 tablespoons butter melted. 25 .. 21 . 
Y teaspoon salt............ oo ee se 
Sprigs of parsley........... 


Total 15 39 26.5 517 

One serving 253 635 4 86 

Mash carrots with a fork and mix with beaten egg and 

one tablespoon of melted butter and salt. Fill small 

greased molds half full of the carrot mixture. Season 

the chopped spinach, add melted butter and fill molds 

to top with spinach, packing them tightly. Place molds 

in pan of hot water and bake in moderate oven for 

20 minutes. Turn out on hot platter and serve gar- 
nished with parsley. 


1 
il 
3 











KNOX 
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Health Nursing Service” was read by Mrs. Mar- 
garet Daugherty, R. N., of Harding County. Mrs. 
Daugherty emphasized the fact that “prenatal fath- 
ers” are an important factor in rural prenatal 
work and that they should have their classes and 
clubs just as do the prenatal mothers. 
' Officers for the coming year were elected as fol- 
ows: 

President, Dr. R. H. Wilson, Gallup. 

Vice President, Miss Ella Yeager, R. N., Roswell. 

Secretary-Treasurer, Paul S. Fox, C. E., Santa 


e. 

The next meeting will be held in Carlsbad. Dr. 
J. R. Earp was elected as delegate to the Ameri- 
can Public Health Association meeting in Montreal. 

PAUL S. FOX, Secretary. 


CASE OF ONE YEAR’S INTERMITTENT 
EPIGASTRIC PAIN 


(Continued from page 275) 


abdominal pain or vomiting every month or two. 
At the end of that time she vomited large amounts 
of green or yellow material and in six to twelve 
hours had complete relief and could eat a large 
meal without discomfort. Toward the end of the at- 
tacks her skin was yellow. This cleared up after 
the vomiting. They insisted that there was no psy- 
chicelement in her condition and that she had al- 
ways borne extreme pain before calling for relief. 
June 11 a surgical consultant found the abdomen 
generally full and tender, the greatest tenderness 
in the left upper quadrant. No masses were felt, 
but the examination was unsatisfactory. June 18 
an examination was made under spinal anesthesia. 
Skin anesthesia was complete to the third rib an- 
teriorly with motor paralysis of the lower extremi- 
ties. The epigastric tenderness still remained as 
before. The patient could localize the pressure with 
extreme accuracy. There was an indefinite feeling 
of something in the epigastrium. During the after- 
noon the patient was pale, sweating, and slightly 
cyanotic and complained of much pain and later of 
severe headache which continued the next morning. 
A friend now gave the further history that the 
patient’s attacks had followed one to three day 
drinking bouts. She had been an excessive user of 
alcohol for many years until a few months before 
admission. It was now observed that there had been 
only five days in the hospital when she had not had 
some opium, and on four of these she had had fever. 
The visiting physician strongly favored operation, 
and a medical consultant thought the patient able 
to stand it. The first surgical consultant also ad- 
vised it. The senior surgeon thought there was 
nothing to gain from it and possibly everything to 
lose. The patient was determined to be operated 
upon, and by the second surgeon. She continued to 
have severe pain. 
June 25 operation was done. The following day 
the patient died. 





Discussion by Dr. J. D. Hamer 


From the history on this case, the lungs should 
show an old tuberculosis, although we know noth- 


ing about them from physical examination. The 
heart should show hypertrophy and dilatation and 
an old valvulitis with an anatomic leak of the aortic 
ring. There are sufficient findings to justify a 
diagnosis of aortic regurgitation. This anatomic 
defect is probably the result of an old rheumatic 
process, although it is not so common in this respect 
as it is with lues or arteriosclerosis. I do not be- 
lieve the patient has sclerosis as the main pathologi- 
cal finding of the aortic valve leaflets. As to lues, 
we have no historical or serological data. Labora- 
tory findings do not help us much except to show 
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that the patient has a secondary anemia and a dim- 
inution in both free and total hydrochloric acid in 
the stomach. Many conditions could produce either 
of these findings, so they do not help us much. The 
essential pathological condition responsible for the 
present distress of the patient is located in the 
stomach or abdominal viscera. Organic disease of 
the stomach is ruled out by the x-ray findings and 
by negative blood tests in the vomitus as would oc. 
cur in cancer. The appendix and gall bladder were 
removed some years previously, The kidneys scem 
not to be responsible because of the urine findings 
and cystoscopy. There is no special evidence of 
pancreatic disease. The only positive findings in 
the x-ray examination of the gastro-intestinal tract 
indicate some condition causing an irritability and 
deformity of the duodenum. Adhesions, scar forma- 
tion, with retraction, periduodenal inflammation, 
or pressure of an adjacent organ could cause this, 
An enlarged liver from some sort of cirrhosis or 
congestion could cause pressure on the duodenum, 
Possibly this patient had an alcoholic cirrhosis, but 
I do not think so. There should be ascites, enlarg- 
ed abdominal veins and other findings, if this were 
so. Has the patient a tumor? It is difficult to say, 
although the presence of an indefinite mass is sug- 
gestive. If one is present, I should say it is near 
the splenic flexure, but we have not sufficient evi- 
dence to warrant a diagnosis. The question of an 
abdominal aneurism must be considered and could 
account for all the abdominal symptoms, but I can- 
not diagnose a condition of that sort here. 
Returning to the biliary system, it is quite likely 
that the true pathology will be found there. She 
continued to have trouble with her stomach even 
after the gall bladder was removed. Possibly she 
formed stones and they passed intermittently, pos- 
sibly she has an old injured common duct from the 
operation, with partial stenosis from adhesions or 
scar formation. In such case, it is likely that she 
would have these attacks of pain with vomiting. 
At present she apparently is not jaundiced, al- 
though the stools are clay colored. If the stools in- 
dicated an obstructed bile duct, the patient should 
be jaundiced, so I do not know how to account for 
them. As to a diagnosis, in addition to those al- 
ready mentioned I am going to have to wait for 
an exploratory before deciding. When we find that 
out, we will then know what caused the death. 


Discussion by Dr. Howell Randolph 

This case reminds me of a sample of modernistic 
painting in which one can imagine that he sees any 
number of different concepts. The predominant 
symptoms point towards gastro-intestinal disturb- 
ance. Intermittent pain and soreness in the pit of 
the stomach not related to meals and associated 
with definite attacks of vomiting and severe epigas- 
tric distress might be caused by abnormalties of the 
liver, obstructive lesion in the upper gastro-intes- 
tinal tract, luetic disease with gastric crises, acute 
gastritis due to dissipation or cardiac disorder. We 
have a definite history of tuberculosis from which 
the patient has evidently suffered no symptoms for 
nearly twenty years. Gradually increasing dysp- 
nea, palpitation without exertion, definitely en- 
larged heart, short systolic murmur heard at the 
base, and blowing murmur extending into the dias- 
ole with Corrigan pulse and definite evidence of ex- 
treme aortic regurgitation, demonstrate serious de 
gree of cardio-vascular disease. Whether this group 
of symptoms is primary in causing gastro-intestinal 
disorder is problematical. A definite history of gall- 
bladder disease which was evidently cured by chol- 
ecystectomy many years before and subsequent ap- 
pendectomy, brings the possibility of adhesions 
causing obstruction into the picture. Enlargement 
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CORRECTING AN ERROR 





In the Journal of the A. M. A., March 28th, 
1931, page 30, we inadvertently stated the iron 
content of Mead’s Cereal to be 68 milligrams 
per hundred grams. (This figure was confused 
with .0068 gms. iron per ounce.) 





The correct content is 24 mgs. iron per 100 
gms. But even so, Mead’s Cereal contains — 


26% more food iron than kidney These five foods 


are compared 
73% more food iron than spleen because they are 


100% more food iron than romain ; considered high- 
est in food iron. 


172% more food iron than liver (Mead’s Cereal con- 


tains 100 times as much 


179% more food iron than egg yolk | iron as whole milk.) 








A well-known pediatrician has drawn atten- 
tion to the fact that in practice, Mead’s Cereal 
is more palatable and more readily taken by 
children than other iron-containing foods, 
some of which are quite unappetizing andeven 
repellent, especially after long-continued use. 





























Mead Johnson & Co, wair'titr'uarexaus Evansville, Ind. 








Mead’s Cereal also is rich in copper, calcium, phosphorus and in other essential minerals. 
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of the liver, pain on pressure in the right flank, 
extreme tenderness over this area, together with his- 
tory of alcoholism, make one think of cirrhosis of 
the liver. Moderate degree of anemia strengthens 
this diagnosis but might also be incident to any 
wasting disease. X-ray examination of the stom- 
ach suggests some disorder in the duodenum not of 
a sufficient degree to cause an obstruction. Some 
conditions suggesting the possibility of relief by 
operation, is present. I am inclined to think that 
this must have been diagnosed as a malignancy. 

In relieving the case I am impressed by the car- 
diac group of symptoms. It seems likely that this 
patient does have syphilitic disease of the aorta and 
this probably has caused enlargement of the liver 
and gastro-intestinal symptoms. 

Aortic insufficiency, cardiac failure, possible an- 
eurism of the thoracic aorta. 


Discussion by Dr. D. R. Gaskins 


As one goes over the examination of this case he 
is forcibly struck with the history of a long stand- 
ing gall-bladder and liver involvement with a termi- 
nal superimposed decompensated cardiac condition. 
X-ray examination of the abdomen reveals a mass 
of some type encroaching upon the stomach but no 
history of gastric pathology is given. I am very 
much of the opinion that this is some foreign path- 
ology making itself manifest by a slight degree of 
pressure. The thing to bear in mind in explaining 
this condition is possible aneurism of the abdominal 
aorta, enlargement of the spleen or slight enlarge- 
ment of the liver. As this patient approaches the 
terminal end of her illness we get a definite history 
of excessive alcoholism so we are naturally forced to 
think of portal cirrhosis of the liver which in its 
How- 


earliest stages presents more enlargement. 
ever all this history is over-shadowed by a marked 
cardiovascular disease, so we must naturally look 
to this condition for reason of death. 

With the pistol shot pulse and Corrigan phenome- 


non we first think of aortic insufficiency. We, 
therefore, wish to make a diagnosis of cardiovascu- 
lar disease with the pathology definitely an aortic 
insufficiency with possible aneurism of the abdom- 
inal aorta, with beginning cirrhosis of the liver. 


Discussion by Dr. R. B. Raney 


The outstanding features of this case include a 
typical pain in the epigastric region referred di- 
rectly to dorsal regions and into costal margin of 
either side; this suggests primarily pancreatic dis- 
ease. There is a wide range between systolic and 
diastolic pressures which, along with other find- 
ings, would indicate vascular cardiac disease, and 
one would not be surprised to find an aneurism 
along the aorta. No Wasserman reaction is men- 
tioned; however this type of aortitis is usually 
luetic in origin and would not be an uncommon 
finding in a subject leading the indiscrete life which 
this patient has. While we cannot rule out cancer 
of the pancreas, there are not enough positive find- 
ings in urine, blood, etc., to establish it. It is 
hardly possible to discuss a case history in 500 
words with any degree of logic. However, there are 
positive evidences of old pulmonary tuberculosis, as 
well as positive findings of a vascular-cardiac 
lesion and it would not be unusual, in fact well in 
keeping, to find an aneurism of the upper aorta, 
which would produce the type of pain described. 


Discussion by Drs. Richard Cabot and 
George W. Holmes 
I suppose if we read only the opening paragraph 
we should say peptic ulcer. But we should cer- 
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tainly have to add that peptic ulcer would never 
last only three days. It would last longer. 

By a “griping”’ pain I suppose we generally 
mean a pain that comes with peristaltic rhythm. 
If it comes at regular intervals it would seem to 
be related to the movements of the gastro-intestina! 
tract. So I suppose this pain was intermittent at 
regular intervals. 

As one reads along this gradually changes fron 
a gastric to a cardiae history. But it is rather hard 
to say how that could give this sort of symptoms 
Of course gall bladder adhesions could give som«¢ 
sort of symptoms. I do not know that they car 
ke altogether ruled out. But she has at present 
more cardiac than gastro-intestinal or gall bladde 
symptoms. 

Of course the tuberculous episode is important 
because tuberculosis is one of the important cause 
of dyspepsia and indigestion of various kinds. It 
does not seem to me, however, as if tuberculosis 
could be causing this. At the present time, previ 
ous to reading the phys‘cal examination, I am look 
ing to cardiac disease as the probable cause of he 
symptoms. 

The pulse pressure, if the record is correct, and 
I have no reason to doubt it, would go very far t 
give us a diagnosis of.aortic regurgitation. 

It seems to me. we have every reason to suppos¢ 
that the tenderness in the right flank is due to the 
liver,—congestion and pain because of it. 

I think costovertebral tenderness is a term that 
means very little. You will find that you can pro- 
duce it in almost any normal person. The tendon 
reflexes were a little more active than usual, I 
take it. 

There is no good evidence of renal trouble sv 
far as the urine shows it. 

There is secondary anemia which we must some- 
how account for and which aortic regurgitation in 
itself will not account for. 

The test meal shows low acidity but no achylia 
I do not think we have any good evidence against 
the stomach, 

It is rather surprising that the stool should bes 
clay-colored, there being no jaundice. 

With a negative liver function test, we have 
nothing in particular to say against the liver. 

DR. HOLMES: In the examinations of the gas 
tro-intestinal tract the fluoroscopic observations are 
usually much more important than the films. We 
have here a series of films taken to show the spine. 
The only thing that I can see that is at all unusual! 
is that there are some small white spots which | 
should suppose were calcifications in the costoverte- 
bral region. You can also see a calcified area in the 
anterior view between the ninth and the tenth 
dorsal vertebrae. Such a localized area of calcifi 
cation is usually due to some trauma with injury 
to the disc. It may have no bearing on the pres 
ent condition. 

DR. CABOT: Are those calcifications ever of any 
importance, Dr. Holmes? 

DR. HOLMES: They might occur in tumor, but 
we should not be able to make a diagnosis of tumor 
from the presence of calcifications. I think they 
are important in deciding whether the patient ha 
had an injury. They would not be positive evidence 
We have quite a series of films taken of the stom- 
ach. You see the normal gas bubble in the fundus 
of the stomach, the mid-portion of the duodenum. 
The peristaltic waves are fairly well shown as they 
pass over the stomach. I should think from those 
films that the stomach and duodenum are normal. 
Of course we are not justified in making such a 
statement from the films alone. In this other film 
of the stomach the duodenum is better shown. It 
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is smooth and of normal shape. It is hardly possi- 
ble that there could be an ulcer of any size present. 
The man who did the fluoroscopic examination was 
evidently a little uncertain about the colon. From 
these films I do not see anyth’ng that would lead 
to a diagnosis of a pathologic process. 

There is here in the right iilac fossa a con- 
tracted area that is not inconsistent with car- 
cinoma, but there is no evidence that that is con- 
stant. 

I think if there were a new growth producing 
such a deformity as we see there the man who did 
the fluoroscopy would have no trouble in finding 
it, and there would be obstruction with a growth of 
that kind. We have none of those things here. I 
should call it a negative examination. 

DR. CABOT: Up to date we haye first-rate evi- 
dence of aoritc regurg tation, pretty good evidence 
of congested liver and not muvh evidence of any- 
thing else. Doesn’t that fluoroscopic note show a 
very unusual state of things, Dr. Holmes? 

DR. HOLMES: I think it is merely stated in an 
unusual way. 

DR. CABOT: What about that displacement of 
the esophagus ? 

DR. HOLMES: That happens occasionally. When- 
ever the left auricle is large it displaces the 
esophagus. I think that is what we should expect. 

DR. CABOT: Then the evidence is not merely 
of enlargement of the left ventricle but also of en- 
largement of the left auricle, which I should not 
have predicted. 

Whether that was jaundice or just sallowness 
that she showed at the end of her attacks we can- 
not tell. 

We see that they had evidently been wondering 
whether there was a considerable psychic element 
in this patient’s complaints. They tried to get evi- 
dence in confirmation of that and did not get it. 

DIFFERENTIAL DIAGNOSIS 

Before we know what the operation showed we 
have to say what the preoperative diagnosis would 
be. I am very much in doubt. I do not believe 
aortic regurgitation would account for all this pain. 
But what does account for it? I cannot name any- 
thing. Certainly I do not believe it is the stomach. 
I do not believe such continued pain as this with- 
out any particular relation to meals ever comes 
from a gastric ulcer, and the x-ray would rule that 
out. The gall bladder? There are a number of 
things that make us think of that. But I do not 
know how we can have pain of this kind with the 
gall bladder removed. My guess is that adhesions 
about the gall bladder was what the surgeon 
thought. I think he operated for something in the 
gall bladder or something due to it, very possibly 
adhesions. Stone in the pancreas the x-ray does 
not help us to rule out, does it, Dr. Holmes? One 
clay colored stool is not evidence of trouble in the 
pancreas. Stone in the pancreas is a very hard 
diagnosis to make. I do not think I eyer made it 
right. However, I do not know how to exclude it. 
We have no reason to blame the spine. Dr. Holmes 
is evidence against that. Her drinking habits 
might suggest cirrhosis. I do not know any other 
disease of the liver that would give us such symp- 
toms. But there is no portal obstruction. Syphilis 
of the liver she might have, but that is not a pain- 
ful disease. Malignant disease of the liver or of 
the bile ducts? Very possibly; but we have no 
evidence beyond pain, and it is very dangerous to 
make a diagnosis on pain alone. 

As you remember, one surgeon did not think 
there was anything to operate upon. “Adhesions or 
nothing,” he thought. I imagine that was the rea- 

soning of the first surgeon. 


Another said, “This 
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patient wants an operation. We do not know 
much about the diagnosis, but there may be some- 
thing to remove.” I should say it was an operation 
done for exploration with the possibility of ad- 
hesions. Are there any other suggestions from the 
class before we look? 

A STUDENT: How about gastric crises of 
syphilis? 

DR. CABOT: That is a good idea. So far as I 
know the symptoms would be right, except that 
they are a little too continuous. We have no other 
evidence that I know of for syphilis except aortic 
regurgitation. We have no Wassermann report. | 
do not know why. I cannot exclude syphilis. As 
you know, I am always slow to make a diagnosis 
of syphilis without compelling evidence. We have 
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no evidence of it in the nervous system. We may 
hve evidence of it in the heart. If it is that in 
the heart the pain perfectly well could be gastric 
crises so far as I know. It is about as good a 
guess as anything else. 


PREOPERATIVE DIAGNOSIS 


Localized peritonitis. 
Possible perforation of the stomach. 


OPERATION 


Under ether a rounded resistance was felt in the 
cpigastrium. The abdomen wes opened with marked 
edema of the peritoneum. There was some free 
fluid lying over a mass of adhesions between the 
duodenum and the liver. The right lobe of the liver 
was felt, engorged and enlarged. Both the right 
end left lobes were swollen and rounded like pas- 
sive convest’on. On freeing the adhesions between 
the duodenum and the liver a small tear was made 
in the duodenum from which a small amount of 
— gelatinous material escaped. This opening 

as sutured ani the exploration continued. No 
Mie ion wes found in the stomach or duodenum. 
There was no evidence of malignancy. The 
liver was abnormally large. Its condition and the 
overlying edema seemed to be due to passive con- 
gestion. The incision was closed without further 
exploration. 


FURTHER DISCUSSION 

DR CABOT: “Possible perforation of the stom- 
ach.” Can that exist with such films as these, Dr. 
Holmes? 

DR. HOLMES: I think not. In most perforations 
there is some free gas in the belly, and we should 
get gas between the liver and the diaphragm. 

DR. CABOT: We know she has aortic regurgita- 
tion. We have to find what kind, rheumatic or 
syphilitic. On the whole I am going to say rheu- 
matic. She had had an attack of rheumatism. That 
is much more common than the syphilitic type. We 
have no good evidence of syphilis anywhere. The 
enlarged left auricle makes it quite possible that 
there is a mitral lesion too, even though the clinical 
evidence is not put into this record. It cannot 
amount to much if we consider the jump of the 
blood pressure from 20 to 160, which is hardly con- 
sistent with much mitral lesion, because there is 
so little blood coming through a stenosed mitral 
valve that the left ventricle could not contract vio- 
lently enough to produce such a systolic pressure. 
If there is any mitral lesion it should be slight, 
hardly to be considered. There will be hypertrophy 
end dilatation of the heart. So far as the x-ray 
goes it looks as though it were the left ventricle 
end the left auricle. We have no electrocardiogram. 
The kidneys will show nothing, the lungs nothing. 
The liver may be cirrhotic, but they did not find it 
so at operation. They certainly had a good chance 
to look. I do not know what else there is. I do 
not think there is anything else except congestion 
of the liver. Perhaps we shall never know the 
cause of her pain. 

CLINICAL DIAGNOSIS 
Rheumat’c heart disease with congestive failure. 
DR. RICHARD C. CABOT’S DIAGNOSIS 

Rkeumnitic heart cisease, aortic stenosis 

regurgitation. 

Hvpertrophy and dilatat’on of the heart. 

Chronic passive conzestion of the liver. 

ANATOMIC DIAGNOSES 
Primery diseases. 

Acrtitis, probably syphilitic. 

Acute ard chronic endocarditis, 

syphilitic. 


and 


rheumatic and 
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2. Secondary or terminal lesions. 

Chronic passive congestion of the liver, 

Central necrosis of the liver. 

Pathologic Discussion by Dr. Tracy B. Mallory 

The autopsy brings some surprises. The one 
outstanding anatomic lesion was the most extensive 
acute luetic aortitis that I have ever seen. His- 
tologically the process is typical of syphilis and 
does not suggest rheumatic aortitis. The heart was 
slightly enlarged, weighing 425 grams. The aortic 
valve showed very slight fibrosis and slight separa- 
t'on of the cusvs; there may possibly have been 
slight regurgitation. The mitral valve showed a 
few minute verrucose vegetations but no chronic 
lesion. There was no marked degree of deformity 
of any valve. The orifice of the right coronary 
artery was definitely narrowed. 

Many adhesions around the bed of the gall blad- 
der and the duodenum were still there. I do not 
believe the surgeon succeeded in freeing very many 
of them. There was marked chronic passive con- 
gestion of the liver and a very slight degree of 
central necrosis. I have no proof as to what caused 
her pain, but the findings in the aorta make me 
think of gastric crises more than anything else. It 
is not entirely impossible that those attacks of 
“cholecystitis” and “appendicitis” may be explained 
on the same basis. I have never seen such ex- 
tensive aortitis due to rheumatic fever. It can 
cause aortitis, but it does not produce such ex- 
tensive destruction of t’ssue, and the cellular in- 
filtration is different in character and distribution. 
The mycotic type of aortitis can also be readily dis- 
tineuished, and I feel I can rule it out in this case. 

DR. HOLMES: Is it confined to the thoracic 
aorta? 

DR. MALLORY: Largely, though about four 
centimeters of the upper abdominal aorta was also 
involved. 

DR. HOLMES: Was the aorta dilated? 

DR. MALLORY: Somewhat diffusely dilated. 
The process began just above the valve, which was 
slightly involved. 





THE WOMAN’S AUXILIARY TO THE 
A. M. A. 
(Western District) 
MRS. JAMES F. PERCY 

As my division in the organization work covers 
the states of the far west, branching to the middle 
states only to include Nebraska, this panorama will 
begin there. We have been enjoined for so many 
years to “Go West,” it has now become a favorite 
direction of travel. 

Nebraska is always up and doing and a survey of 
activities of 1931, shows an extensive distribution 
of the National Auxiliary Study Envelope on “Com- 
municable Disease Control’; much welfare work. 
especially providing professional visiting nurses for 
public schools in various counties and definite or- 
ganization of county relief work at a great saving 
to the county commissioners. Here indeed is a far- 
reaching benefit for the community-at-large in 2 
practical, economic way. |Benefits are held to pro- 
cure funds for completing files of scientific books 
and magazines and research work of the pathologi- 
cal laboratory connected with the Sharp Building 
Library at Lincoln. The Auxiliaries’ scientific edu- 
cational programs contain many important names, 
these together with social and philanthropic activi- 
ties keep everyone interested, useful and happy. One 
new county auxiliary has been reported as a last 
gift to this administration. 

Colorado has kept up the interest aroused during 
the National Presidency of Mrs. F. P. Gengen)ach 
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of Denver, particularly with spreading ideas of 
good and better health through the use of literature 
in the less populated districts. Included with this, 
Study Envelopes have been used and a greater field 
developed for approved health programs in other 
organizations. Growth in numbers has not been 
sought so much as growth in achievements. 


Wyoming must be passed as having been silent to 
all requests for even a hint as to its status. Geo- 
graphically, Wyoming and Utah are difficult of or- 
ganization but within the few years that lie ahead, 
they are certain to be caught in the vibration al- 
ready swinging its way throughout the land and 
they cannot long be resistant to its call, we are 
sure. Utah has already given expression through 
her women visiting other states, that she is ready 
to take action to further a properly organizzed 
auxiliary. 

New Mexico, with but one county, Bernalillo, or- 
ganized and far from all centers of activity, has 
been an inspiration by their efforts to follow the 
National precepts. Unless one has traveled the 
great spaces of the deserts of the southwest, no 
conception of its distances can be formed. This one 
county has taken up Child Welfare work, sale of 
Tuberculosis Seals, enjoyed programs from their 
medical men, County. Charities’ Chairman, County 
Health Nurses and State Director of Public Health 
and carried the social activities of the State Medi- 
cal Convention. They are few in numbers, but 
verily the leaven quickeneth the whole loaf. 

Arizona has trebled its units from one to three 
but has found organizaiton work difficult due to 
distances. Social features have prevailed unless 
some definite need has loomed in the offing, such 
as the Basic Science Bill, for the passage of which 
the State Auxiliary made great effort. In a state so 
filled with cults the passing of the Bill by the Sen- 
ate was a real achievement, even though it was 
finally held up in Committee. However, nothing 
daunted, the members are now aroused to the possi- 
bilities and usefulness of an auxiliary and experi- 
enced women are stepping forward, willing to serve 
and assist in making an active, worth-while organ- 
ization. 

California has been concerned, aside from organi- 
zation, with establishing itself upon a permanent 
foundation through a proper Constitution and has 
been able to do this with the full support of the 
California Medical Association, who are printing 
these Constitutions as a gift to the State Auxili- 
aries. 

At the recent State Meeting, held in San Fran- 
cisco, April 27-30, 165 women registered, with 55 
delegates and 115 women seated at the annual lunch- 
eon. The Auxiliary now feels safely established 
and on its keel. 

The keynote of each county report was education 
but the social side, welfare work, Red Cross, chang- 
ing the position of a State Senator, creating senti- 
ment for a Tuberculosis Sanatorium, local philan- 
thropies, all had their places with the scientific 
programs. A chart “The Technique of Following a 
Bill Through the Legislature” provided a most 
unique, striking and valuable object lesson of in- 
formation as to what we are all up against in our 
legislatures and their procedure. This subject is 
highly recommended to all organizations. 

A resolution was introduced and adopted and di- 
rected to the National Committee on the “High 
Cost of Medical Care,” asking for a change in the 
name under which the Committee functions to one 
more in accord with the facts they are studying, 
namely: “The High Cost of Illness or Sickness.” 
The original name implies some fault of the medi- 
cal profession, while the proposed name is inclusive 
of all the various factors involved in the problem. 
A copy has been sent to the National Auxiliary 
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Mention Hay Fever to doctor or 
patient during the summer and 
you touch a tender spot in both. 
This disease has been feared more 
than most any other. When pollen 
forms on trees and flowers, the 
exodus of patients affected by 
these products begins and contin 
ues until frost. Prepare now to 
give these patients relief and cor 
rect treatment. You will get the 
necessary information for diagno- 
sis and treatment by reading 
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in Research and Clinical Investigation on Al 
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His results, embracing years of study and care- 
tul observation are set forth in detail in this 
book. In 329 pages, with 75 illustrations, he 
has covered the subject as it has never becn 
done before. 

You get reliable information on one of the 
most perplexing subjects in Internal Medicine 
in this book and it comes at a time when you 
need it most. Summer is here. The Hay Fever 
patient will soon be knocking at your door. 
Be prepared. 
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asking their indorsement of said resolution at the 
Philadelphia Convention. The California Medical 
Association are presenting a similar resolution to 
the House of Delegates, A. M. A., whose member- 
ship now closely approaches 900. 

‘the interest shown and the friendliness in the 
social life at this Convention demonstrated a new 
order which we hope has come to stay. 

Oregon has chiefly concentrated upon organiza- 
tion work and revival of general interest this year, 
through providing the units with a list of suggested 
study topics to encourage .a similarity of subjects. 
Portland has monthly meetings with speakers who 
use the material contained in the Study Envelopes 
and are extending their educational and philan- 
thropic interests as well. Temporary organization 
in one county is hoped to soon become permanent, 
thereby increasing their number and justifying the 
work of the state officers. 

Washington is showing great interest to become 
organized and after considerable correspondence, it 
has been deemed best to have the primary action 
come through the State Medical Meeting which 
takes place soon after the Philadelphia Convention. 
We feel it is safe to prophesy that Washington will 
be on the list of organized states for our successor. 

Idaho is listed as an organized state.but as all 
letters have remained unanswered the panorama 
must end here. 

To those who were fortunate enough to attend 
the National Meeting at Philadelphia, no further 
stimulus will be needed. 

Each state will be eager to carry out the aims 
and ideals of the parent organization. 

We learn from those who have achieved, and in 
Pennsylvania the accomplishments of the Auxiliary, 
together with their complete plan for the National 
Convention, will give a wide understanding of a 
still greater organization and insure a generally 
more important. reocgnition in the days to come. 


PANORAMIC VIEW OF THE WOMAN’S 
AUXILIARY TO THE A. M. A. IN 
FOUR ARTICLES 
3. SOUTHERN DISTRICT. 

Mrs. C, W. Garrison, 

The third or Southern District of the Woman’s 
Auxiliary to the A.M.A. may not have moved so 
rapidly as regards the number of Auxiliaries or- 
ganized as the other sections but the quality of those 
existing have proven them to be of the greatest 
value in promoting the aims of the national body. 
Alabama reported three counties organized last 
year, and is particularly interested in a health pro- 
gram giving especial attention to children with a 
tuberculous condition. The group visited in Birm- 
ingham were alive and interested, and had the co- 

operation of their Medical Society. 

Arkansas reported thirteen counties organized, 
all giving attention to a health program and try- 
ing to raise an adequate loan fund for medical stu- 
dents only. Some of the counties contributed obstet- 
rical kits for use in the rural districts. Many of 
the Auxiliary members in Arkansas are devoting 
much time and energy to the Parent-Teacher work 
and are aiding in the various civic and welfare or- 
ganizations. All will be gratified when the State 
is organized 100 per cent. 

Florida, large areas of which are sparsely set- 
tled, has ten auxiliaries. Some of these are com- 
posed of a combination of two or more counties. 
Proof.of the quality of these groups was seen when 
a large medical organization and its auxiliary were 
entertained in Miami in 1929, Mrs. J. Ralston Wells, 
the little woman who now heads the State Auxili- 
ary, furnishes further proof of their aliveness and 
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interest. Florida with her marvelous fruits, flow 
ers, vegetables and her wonderful sunshine, has 
just as wonderful and marvelous women in her 
Medical Auxiliary. 

Georgia, which has given to A. M. A. Auxiliar: 
one of its most efficient presidents, Mrs. Allen H. 
Bunce, has more counties than any other state ot 
its size and has twenty-one of these organized for 
Auxiliary. They have the full approval and co- 
operation of the State Medical Association, and hay 
ing attended their State convention in 1929, the 
writer will vouch for the fact that no national 
meeting is more replete with interest and enthusi- 
asm than were found in Georgia, nor have we found 
anywhere a greater desire to foster the aims ani 
purposes of the national body. No group of women 
can possibly have greater courtesy, interest and en- 
couragement shown them and their work than is 
given to the Georgia Auxiliary by the medical men. 
Mrs. Harrold will bring from her state a goodiy 
report. 

Louisiana reports only two parishes organized. 
Taking into consideration the fact that one of these 
two auxiliaries has a greater enrollment than have 
some whole states, makes us feel that Louisiana 
will not be far behind in the number of parishes 
when her final report of accounting comes in. She 
is not lacking in interest in any direction because 
the president of the State Auxiliary, Mrs. Harrold, 
is of the type who says “We will.” 

Mississippi reported four auxiliaries last year, 
and again we are able to speak with assurance of 
our expectations from this state. The president of 
the State Auxiliary attended the meeting in De- 
troit and returned to her state carrying with her 
additional enthusiasm and determination to gather 
into the fold more county organizations. This 
dream will come true. Mrs. Polk was the first to 
respond to our first circular letter. She has the 
approval and encouragement of the medical men of 
her state to go forward. 

We may expect to hear of more interest, as well 
as more auxiliaries in North Carolina. Mrs. W. B. 
Murphy is the President of this great State, and 
though we have before us no report for last year, 
we do know of their interest in the past and believe 
we may hear the number five at least doubled in 
their next report. 

South Carolina shows thirteen counties organ- 
ized, and Mrs. Mauldin was prompt to reply with 
assurances that better things are ahead for next 
year. 

Mrs. L. M. Sackett now leads the one Auxiliary 
reported from Oklahoma, and we feel certain that 
others will be added before June. 

On invitation from its President we had the pleas- 
ure of meeting with the Davidson County Auxiliary 
in Tennessee early in October, and found a splen- 
did group of women earnestly desiring to serve in 
the most useful way. We found as a member of 
this Auxiliary the State President, Mrs. Milton S. 
Lewis. While only four auxiliaries are reported 
from Tennessee, they are the counties in which the 
largest cities are located. The distances are great 
between, but with the known interest and enthusi- 
asm of the two counties visited, Davidson and Shel- 
by, we are assured fhat Tennessee will bring to the 
next National meeting a report filled with accom- 
plishments which tend to fulfill the aims and pur- 
poses of the Auxiliary. 

While we were not fortunate enough to meet with 
the Texas Auxiliary, we did have a little visit with 
the energetic and charming president, Mrs. O. M. 
Marchman. Texas, the mother state of the Medical 
Auxiliary as it is now recognized, has thirty-five 
County Auxiliaries, and with a live, interested 
ganization chairman such as Mrs. J. T. Moore is 
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proving herself to be, others will be added before 
the next State meeting in May. Texas Auxiliaries 
have earnestly promoted a health program, always 
working shoulder to shoulder with the fine progres- 
sive men of the Medical Association who, in turn, 
endorse the Auxiliary movement, and are unstinted 
in encouragement to further development of the 
organization. 

At this time the minds of the Third District are 
directed towards the Keystone State and the City 
of Brotherly Love, and many are hoping to be 
wesding their way to Philadelphia in early June 
that they may partake of the feast of inspiration 
and absorb the spirit of Auxiliary. Pennsylvania 
and her neighboring states have grown so mar- 
velously that all are now anxious to sit at their 
feet and learn. This, the third districe, is anxious 
to contribute its quota of honor paid to the medical 
men in whose interest we serve, and so it is with 
high anticipation that all plans are being made to 
be present at the annual meeting of the A. M. A. 
June 8-12, 1931. 





Editor, Southwestern Medicine: 

At the completion of a course in pathology 
for the class of nurses in the St. Joseph’s 
Hosvital Training Scheol of Phoenix, an ex- 
amination was given and one of the require- 
ments was that each student write a short 
theme of not more than five hundred words 
on the subject of tuberculosis, covering the 
bacterial cause, how infections occur, most 
common sites of infection, and how spread 
over the body. One of the students submit- 
ted her theme in verse and it is handed you 
as a very unique form for so prosaic a sub- 


ject. Aside from a few inaccuracies, which 
might be checked off to poetic license, it 
very satisfactorily covers the subject. 

H. P. MILLS, M.D. 


SONG OF THE TUBERCLE BACILLUS 
We, like the pirates of old 
Seeking new ventures, and bold, 
We are invaders. 

Into the lungs we invade, 

There a grey nodule is made 
Called a tubercle. 

Thus we begin,—and so 

Similar growths we grow, 
Matastasizing. 

Throughout the body we spread, 

We, the bacilli stained red, 
Spreading infection. 

And when resistance we meet 

We do not beat a retreat. 
Nay! We lie dormant. 

Covered by fibers or lime, 

We lie—biding our time, 
Seldom impatient. 

Sometimes for years we remain 

Waiting, but seldom in vain, 
Our opportunity. 

Oft adolescence’s the time 

We up the battle-hill climb 
There to besiege. 

Bang! go the nodules of grey, 

They no longer can stay 
Further invasion. 

Soon, then, the body grows thin, 

Coughing and hemorrhage begin, 
Cavities grow. 





When we the bloodstream avail, 

Over the body we sail, 
Wearing down barriers. 

Even bone tissue we slay, 

Fighting for us is now play— 
Yea, we have conquered. 

Sunshine alone we dread, 

Fresh air, food, rest in bed, 
These are our foes. 

We, the bacilli stained red, 

Fight till the body is dead; 
Then it is ours. 

We, like the pirates of old 

Seeking new ventures, and bold, 
We have invaded. 





THE NEW SQUIBB BUILDING 
A Symbol of Progress 

Nearly 75 years ago, Dr. E. R. Squibb founded 
a modest pharmaceutical laboratory which was des- 
t'ined to become the modern institution of E. R. 
Squibb & Sons. Through each succeeding year the 
business has grown in size because it has grown in 
service.. 

In the course of rapid progress new buildings, 
new methods, new discoveries have constantly sup- 
planted the old. 

One of the recent evidences of growth is the 
new Squibb Building at 745 Fifth Avenue, New 
York City. Here are installed the executive offices 
of E. R. Squibb & Sons, in an impressive setting 
that is in keeping with the modern architectural 
development of New York City and in harmony with 
the steady progress of the House of Squibb in the 
industrial world. 


SITUATIONS WANTED 

WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 


of Commerce. 








WANTED—Locum Tenens work; or Arizona af- 
filiation by M.D. qualified to do medicine, surgery, 
and Physical Therapy. Address E. C. Wills, M.D., 
Wickenburg, Arizona, 
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To merit and preserve the confidence of the best 
element in the medical profession and the drug 
trade .. . to build well to last. 

—From the Creed of the Founders of Parke, Davis & Co., 1866. 





A FEW CONTRIBUTIONS TO THE 


Modern Materia Medica 





By the Research 
Laboratories of 


PARKE,DAVIS&CO. 


ADRENALIN 


The First Commercial Epinephrine 


PITUITRIN 


The First Pituitary Extract 


CASCARA SAGRADA 


Introduced to Medicine, 1877 


CHLORETONE 


Hypnotic, sedative, and mild local 
anesthetic 


IODALBIN 


Compound of Iodine and Albumin 


BROMETONE 


Possesses the therapeutic properties of 
the bromides without disturbing 
the stomach 


SILVOL 


Meets all tests for Mild Silver Protein, 
U.S. P. 


NEO-SILVOL 


Non-Staining, Collodial Silver lodide 


MERCUROSAL 


Synthetic organic mercury compound 


DIBROMIN 


Antiseptic and Germicide 


PAROIDIN 


Standardized Extract obtained from 
Parathyroid Glands 


THIO-BISMOL 


An Antisyphilitic Agent that will not 
Precipitate in the tissues 


PITOCIN 


Oxytociec Principle of the Pituitary Gland 


PITRESSIN 
Pressor Principle of the Pituitary Gland 
THERAPEUTIC 
SERUMS 


Highly Refined and Concentrated 


VENTRICULIN 


Specific in Pernicious Anemia 


PARKE, DAVIS & CO. 


The World’s Largest Makers of Pharmaceutical and Biological Products 

































